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TWO LECTURES 

ON 

ARTHRITIS DEFORMANS. 

Delivered at the Polyclinic. 

By A. H. TUBBY, M.S., F.R.C.S., 

Surgeon to Westminster Hospital, and to the Royal 
National Orthopaedic Hospital. 


Lecture I. 

Gentlemen, —Instead of giving you a formal 
demonstration, I propose to do what I have long 
wished, that is to discuss with you the identity, 
causation and treatment of cases of “arthritis 
deformans,” and I have purposely used that terjn 
because several conditions are comprised in it. It 
is difficult to say at present whether the conditions, 
I am about to mention, are separate diseases or 
if they are phases of one pathogenic process. 
However, the very fact that arthritis deformans 
has several synonyms in common use shows this, at 
any rate—that we are not certain as to the identity 
of the various affections. The usual synonyms 
which are employed for arthritis deformans are 
“ rheumatoid arthritis ” and “ osteo-arthritis.” 
Hitherto, we have not been quite definite on the 
matter, and we have not been able to distinguish, 
under all circumstances, clearly between the con¬ 
ditions, but I hope 1 shall be able to show you that 
they are distinct affections rather than different 
phases of the same disease. If we look at this 
group of joint diseases, we find that they may 
be classified in certain ways. The most useful 
of all classifications is the one which I have 
advocated ; but, before putting it before you, I must 
allude to one particular form of disorder which is 
sometimes confused with arthritis deformans, 
gamely, that one which was first described by Dr. 
Still, of King’s College Hospital. It is a very 
definite disease, which generally affects children. 
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from the first to the eighth year, in which there is 
swelling of the joints, with splenic and lymphatic 
gland changes. There is also a good deal of fever, 
and the patient wastes very much. It is noticeable, 
too, in many cases of Still's disease, that the 
growth is arrested, so that the child at the age of 
eight years is of very similar size to a normal child 
of five or six years of age. A certain number of 
the cases also are fatal. 

I propose, in discussing the subject of arthritis 
deformans, to exclude Still's disease from further 
consideration, except to remark that the disease is 
probably of an infective nature. More than that I 
do not propose to say now. 

Now, we shall proceed to the classification of 
types of arthritis deformans. I prefer this name, 
which was given by Virchow for this group of 
affections, as it is sufficiently comprehensive. The 
disease may be of the hypertrophic type, and by j 
hypertrophic I mean that the changes in the joints 
are such, so far as the cartilages ibd the bones are | 
concerned. This type is undoubtedly identical 
with the ordinary osteo-arthritis. Of this well- 
defined affection there are two forms : First, the 
monarticular or senile form, as exemplified by those 
common cases in which a man has changes in one 
hip-joint—which gradually becomes stiff, and he 
limps. The head of the femur becomes broadened 
and mushroom-shaped—the neck approaches the j 
horizontal, the acetabulum is saucer-shaped, and 
osteophytes are thrown out. In effect, there is the 
typical osteo-arthritic hip. Changes similar in 
character are found in the osteo-arthritic knee, this 
joint or the hip being generally invaded by the 
monarticular senile form. The second form is the 
poly-articular, which is exemplified by Heberden’s 
nodosities, or “ last-joint arthritis,” such as you see 
in the fingers of women of middle age or later. 
The bases of the last phalanges are enlarged, and 
there are bony prominences in those situations. 

Another type of arthritis deformans, which is 
quite as serious, is designated atrophic arthritis . 
And I wish you to understand that the word 
“ atrophic,” used in this connection, refers to the 
condition of the bones and the cartilage and not to 
the soft tissues. It is this affection, atrophic 
arthritis, which is commonly known as “rheu¬ 
matoid arthritis,” and we have been so much 
accustomed to use the latter term that, if occasion¬ 
ally I call this type “ rheumatoid arthritis,” you will 


understand I mean “atrophic arthritis.” Of it there 
are at least two distinct kinds met with. One is 
the acute form, which affects the young especially 
and goes on very rapidly to destructive changes. 
The other is a more chronic form, affecting people 
in middle life, involving one joint after another 
and taking a long time to cripple the patient. In 
describing these disorders the term “infective” 
has been used by most modern authors. It seems 
to be not a very satisfactory one, because when 
you speak of infective joint disease, you imply 
that it is secondary to some outside infection, such 
as septicaemia, gonorrhoea, or pneumonia. I think 
that “septic arthritis” is more applicable to the 
latter conditions. There is, however, in arthritis 
deformans some toxic element, and that element 
is probably of an auto-toxaemic nature. 

Let us allude further to some salient points of 
the types and forms. With regard to the mon¬ 
articular hypertrophic type, you are all acquainted 
with the elderly person who develops pain in his 
hip-joint, who limps and complains of creaking, 
the movements of whose joint becoming more and 
more limited, the leg being shortened and the foot 
everted. There is one matter of interest in the 
history Qf these patients, viz. that if the patient 
should happen to fall on the hip, he develops 
symptoms which closely simulate fracture of the 
neck of the thigh-bone. The pain is very much 
increased, and you find him lying in bed with the 
leg helpless, the foot everted, and a certain amount 
of false crepitus, due to the creaking of the dis¬ 
organised joint; so that you will be in doubt 
whether he has a fracture of the thigh-bone or not. 
The way in which you settle the point is by X-ray 
examination. Until its advent we were often 
obliged to leave the diagnosis in doubt as to which 
of the two conditions existed, because they have 
I so many symptoms in common, such as shortening, 
loss of power, the presence of crepitus, and ever¬ 
sion. The polyarticular type I need not enlarge 
I upon, except to say that as the disease progresses 
j the finger becomes more and more stiff, and they 
later on become considerably contracted and de¬ 
formed. There is often a tendency to displacement 
of the fingers and the metacarpus to the ulnar side 
of the hand. 

Much more interest centres around atrophic 
arthritis. The pathlogical changes present a most 
marked contrast to those found in hypertrophic 
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arthritis. In the latter, the earliest changes are 
found in the cartilage. The cartilage undergoes 
vascularisation in the first place, and then the 
capsules of the cells become crowded; instead of 
two cells there are four, six, eight or ten, and the 
crowding becomes so great that the capsules burst 
and the cells proliferate in the matrix, which under¬ 
goes fibrillation. These changes occur in that part 
of the cartilage where the pressure is greatest. It 
is worn away at the spot of greatest pressure ; then, 
the inflammatory condition spreads to the bone, 
which undergoes a chronic process of sclerosis and 
gradually becomes harder and harder, and in its 
turn wears away, until the surfaces become very 
much altered and deformed. Simultaneously with 
these changes in the joint-surface the edges of the 
bone begin to spread themselves and become 
flattened out, and develop osteophytes. I have in 
my possession X-ray pictures of two cases of hyper¬ 
trophic arthritis of the hip in which a bony pro¬ 
jection caused very serious trouble. Both showed 
a large outgrowth on the back of the neck of the 
femur, which pressed on the sciatic nerve and 
produced unbearable pain, especially when the 
patients sat down. They were cases quite amenable 
to surgery, and would have derived great benefit, 
if operated upon. Simultaneously with the changes 
in the bone in hypertrophic arthritis there are 
alterations in the ligaments. They become relaxed 
to some extent, and ultimately are partially ossified, 
whilst in the neighbouring structures you see 
fibrous changes, with consequent loss of movement. 
The synovial membrane proliferates, and a con¬ 
siderable number of pedunculated masses develop 
in the joint, some of which may separate and form 
loose bodies. It is clear, then, that in hyper¬ 
trophic arthritis the first changes result in some 
hypertrophy of the cartilage, succeeded by much 
greater hypertrophy of the bone, with some wasting 
of the peri articular tissues. These are in contrast 
with the changes which are seen in the atrophic 
form, where the cartilage wastes and rapidly 
disappears, and the bone does not throw out 
osteophytes to any marked extent, but its can¬ 
cellous tissue undergoes great atrophy, whilst the 
peri-articular tissues are much thickened. There¬ 
fore one may say that hypertrophic arthritis is 
characterised by hypertrophic changes in the bone 
and cartilage, the atrophic form by wasting of the 
bone and cartilage, and thickening of the peri¬ 


articular tissues. I present to your notice a 
patient, aet. 23 years, the subject of atrophic 
! arthritis. The affection began in the left elbow 
three years fego, which has, however, improved 
very much under Bier’s method of treatment by 
congestion ; there are, however, still typical changes 
in the appearance of the parts. I ask you to notice 
more especially the state of the first interpha- 
langeal joint of the middle finger. You observe 
that the affection surrounds the joint, but is not 
sharply limited to it, whereas in hypertrophic 
arthritis there is sharp limitation of disease to the 
structures of the joint itself. The atrophic form, 
then, causes a spindle-shaped swelling, and the 
disease, whilst focussed mainly around the joint, 
tapers off into the neighbouring structure. The 
fusiform spindle-shaped swelling of the joint is 
very characteristic of atrophic arthritis. 

We will now pass on to consider more particu¬ 
larly the pathoge?iesis of these affections. In the 
hypertrophic form there are some clear and definite 
factors. One of them is senility. Hypertrophic 
arthritis is often present in people prematurely 
aged, and is also seen in most elderly people—that 
is to say, it is a disease of degeneration. In some 
cases you will find associated with it changes in the 
functions of the pancreas, impaired digestion, gall¬ 
stones, cholelithiasis, and other biliary troubles. 
It is clear, then, that it is a general degenerative 
change, and it is one to which most of us must 
look forward, if w’e survive long enough. 

The atrophic form is of a different description. 
The conditions are not so much degenerative as 
auto-toxsemic. If one inquires carefully into the 
history of atrophic cases you will find that there are 
| certain antecedent states : either the patient has 
1 been worried or has been overworked, he may 
have been ill-nourished, or had an exhausting 
haemorrhage, or has suffered from some form of 
sepsis. There are existing conditions, too, which 
| you may easily overlook, but which it is your duty 
j to discover. By such, I mean disorders of digestion 
and septic absorption from the nose, mouth, teeth, 
tonsils, sometimes from the ear, and in women 
from the uterus and vagina. In effect, if in 
cases of atrophic arthritis you make a thorough 
examination of the patient, you will always find 
some cause which, if not an exciting, is at least 
contributory to the disorder, and upon your skill in 
finding it out depends your success in treatment. 
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Atrophic arthritis, or even the hypertrophic form, 
is not to be treated in an empirical manner with 
drugs, or by local applications to the joints only. 
The only rational way, in my opinior^ to approach 
the subject, is to find out if any causes of mal- 
nutritition, or of toxaemia, exist in the patient, and 
attack them first, and, when you have found and 
treated them, you may attend to the joints. 

The question has often arisen as to what is 
exactly the pathology of atrophic arthritis. Is it a 
primary joint disease ? If so, what causes the joint 
condition? On investigation we can find no 
direct cause in the joints themselves. So that 
practically we may conclude that it is not a primary 
joint disorder; it is a secondary condition. And 
if so, we may ask is it due to some change in the 
spinal cord, either inflammatory or secondary, or 
to some virus acting upon the joints through the 
spinal cord ? Such are some of the problems which 
face us in considering this question. We may 
remark that, so far as the spinal cord is concerned, 
no gross lesion has hitherto been discoverable. 
We do not even know if we are dealing with 
anaemia or congestion of the cord. On other 
grounds, we suspect that the exciting agent acts on 
the joints through the spinal cord. If we consider 
Charcot’s disease, we find that both in it and in 
atrophic and hypertrophic arthritis there are certain 
points in common. Charcot’s disease occurs in 
locomotor ataxy, and it is an affection of the joints, 
which is often symmetrical; it may come on without 
any definite exciting cause, such as injury, and it is 
accompanied by destructive changes in joints. 
Both hypertrophic and atrophic arthritis are often, 
but not always, symmetrical. Changes may come 
on in the joints without any exciting cause, 
and the changes are always destructive. Whilst, 
however, there are points of similarity, we know 
that in certain respects the diseases are dissimilar. 

\ Charcot’s disease is accompanied by the exudation 
of a large amount of fluid, by the formation of very 
few, if any, osteophytes, and by rapid destruction 
of the joint, so that its functions are lost in a week 
or ten days, and recovery is the exception, whereas 
arthritis deformans is a disease of slow progress, in 
which there is comparatively little fluid thrown out, 
and the production of osteophytes is very common. 
It is, moreover, a condition in which some improve¬ 
ment may be expected. Amongst the symptoms 
seen in arthritis deformans are some which may 


be considered to be due to suspension of, or 
withdrawal, of the trophic influence of the cord. 
For instance, in the atrophic form there is 
pigmentation of the skin. There are also vaso¬ 
motor disturbances: the skin is cold and clammy, 
and there is a rapid pulse, which may be due to 
some central disturbance of innervation. Some¬ 
times psoriasis is present, and occasionally there 
are glossy nails, which are evidences of disturbed 
trophic function. If we grant the proposition that 
these forms of arthritis arise from disturbance of 
the trophic function of the cord, we now want to 
i know exactly what causes the latter. Recent 
work has shown clearly that disorders of digestion 
are very largely associated with atrophic arthritis ; 
and when w r e come to examine the urine and freces 
of many of these patients we find evidences of 
putrefactive changes going on in the intestine. In 
some cases the putrefactive changes are of the indolic 
type, due to excessive fermentation in the small 
intestine from the hyper-activity of the Bacillus coli. 
i In other cases putrefaction is due to the presence of 
the Bacillus cerogenes capsulatus^ which causes the 
saccharo-butyric type of fermentation, where the 
^ faeces are acid, the abnormal changes taking place 
I in the lower part of the ileum and in the large 
I intestine. In a third type the putrefactive changes 
in the intestine combine the indolic and the 
I saccharo-butyric types. In a large number of cases 
of arthritis deformans, especially of the atrophic 
type, if you have the urine and faeces examined 
you will find putrefactive changes present, or 
' evidences of pancreatitis or gall-stones. In oilier 
cases examination of the teeth will show that they 
! are carious, and there may be pus exuding from 
| the gums and tooth-sockets. For some time I 
j have made it a rule to look at the patients’ mouths 
when they come to me with atrophic arthritis : 
I very often the teeth are in a bad state. I have also 
| asked a friend, a dental surgeon, to look at patients’ 
joints when they consult him, and he has often 
found co-existent arthritis. In a few cases, exami- 
| nation of the rectum has revealed an ulcer ; and 
sometimes a woman is troubled with persistent 
I leucorrhcea. On careful inquiry, some exciting or 
j contributory cause is usually discovered. 

The reason why the trophic changes in these 
joints do not result in such a rapid destruction as 
in the Charcot joints may be that possibly, in the 
I former, these changes do not proceed beyond the 
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stage of hypenemia. I may refer to what happens 
in infantile paralysis. And by the way, it is 
astounding the number of epidemics of infantile 
paralysis there have been lately: there have 
been several such recently in England, and at 
least half a dozen in America, three in South 
■Africa, and one very severe one in Norway. If 
you inquire into the history of cases of infantile 
paralysis you will find some very usual conditions. 
The cases often occur between July and September ; 
and the mother will tell you, in almost every case, 
that the child was feverish and sick, and there had \ 
been a digestive upset. The prevalent idea is . 
that there is some organism which is absorbed 
through the intestine and forms intestinal toxins, , 
which are conveyed to the spinal cord, and set 
up vascular changes there, which are succeeded 
by destruction of some essential nerve-elements. 

I here is an instructive observation by Warrington, ' 
of Liverpool, on a pig which was paralysed in its 
hind legs, and a post-mortem showed the intestines 
to be loaded with nematodes. I am now advancing ! 
into the region of speculation, but from a practical 
point of view, in these cases of arthritis deformans 
if you find out causes such as have been mentioned i 
and treat them, the condition of the patient 
improves forthwith, and though this may be post 
hoc and not propter hoc , the outlook is more hopeful. 

A few words as to diagnosis : In children it is 
difficult, especially when they are affected with 
the peri articular form of arthritis deformans, to 
distinguish it from tuberculous cases, particularly if 
the former be of the mon articular form. But, when 
the child is affected with the polyarticular form of | 
joint trouble, it is almost invariably non-tuberculous, 
and one may take that as a broad working rule. 
Mistakes are usually made between arthritis 
deformans and chronic rheumatism, myositis and [ 
fibrositis. If you, however, recall the condition of 
the joints of the woman whom you have seen, you 
will remember that the changes are not limited to | 
the joint but spread into the neighbouring tissues, so 
that there is a distinct fusiform swelling above and | 
below the articulation. The pain is not so great 
in arthritis deformans, and the loss of movement 
is not marked. Lastly, you must be careful to 
distinguish polyarticular arthritis in the young 
from the rare affection, known as Still’s disease. 

As to treatment , lime will not allow me to 
discuss it fully, because I hope to have the oppor¬ 


tunity of delivering to you a second lecture on this 
subject, and refer to the surgical aspect as well. 

With regard to the hypertrophic form, it is- 
generally admitted that medical treatment is of 
little value. You are dealing in the first place 
with degenerative conditions, and no medicine or 
surgery which I know r will restore to degenerated 
tissues their normal condition of youth. There¬ 
fore we have to accept facts as they are, doing the 
best we can. In the hypertrophic form, it is 
advisable, however, to ascertain if there are any 
evidences of chronic dyspepsia, and to treat them. 
It seems that some patients are better if they are 
sent to the various spas; they also improve very 
much with local applications of heat, electric light, 
sprays and douches; but the treatment resolves 
itself often into a question of massage, with the 
alleviation of pain, and the maintenance, as far as 
possible, of the functions of the joint. It is bad 
practice in cases of hypertrophic, as in atrophic 
arthritis, to place the joint, which is affected, entirely 
at rest. It is a broad rule that splints find small 
place in the treatment of this affection. The joint 
may be rested, but at least once in every twenty- 
four hours it is put through its paces, so as to pre¬ 
vent stiffness. If the joint is moved too much it 
becomes inflamed, and ultimately becomes stiffer, 
whilst on the other hand,* if moved too little, 
stiffness occurs from lack of use. Therefore, 
)ou have to choose between the two courses and 
use your good sense. 

With regard to the'treatment of the atrophic 
form of arthritis deforman? it is very similar to that 
of cases of commencing phthisis : early to bed, 
plenty of good food and fresh air, iron, arsenic, 
and the absence of worry. When the disease has 
become more pronounced, other questions arise. 

I am frequently asked as to whether the patient 
should take alcohol or not. It is curious that 
certain forms of alcohol have always appeared to 
me to excite irritation of the affected joints. Some 
patients tell you that when they take a glass of 
wine their joints become hot and swollen. Others 
say they can take wine with impunity. It 
comes to this : if patients have not been in the 
habit of taking alcohol do not let them have it. 
If they have been accustomed to it, they can goon 
with it, in strict moderation. The local means we 
have for dealing with this condition are massage, 
vibration, electrical methods, heat, supports, and a 
regulated amount of daily movement. There is 
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one point, before we proceed, which I have noted j 
has proved useful time after time. In a case of 
atrophic arthritis, if the crepitations are very silky , 
and fine you may infer that the disease is in a | 
somewhat acute stage. As the joint settles down 
and the condition becomes more chronic, the 
crepitations assume a coarser character, until you 
can both feel and hear loud cracklings. And so, 
our treatment is guided by the character of the 
crepitations. Massage is very useful, but not so 
useful as vibration. If you employ the latter, either 
by mechanical or any other means, it is noteworthy 
that an improvement soon sets in. The joint loses , 
its tenderness and becomes more mobile. The 
effect of vibration is enhanced by electro-thera¬ 
peutics. They have lately come into general use 
in this country, although abroad they have been 
much more largely employed, and they constitute 
a very large part of the armamentarium of the 
physicians at the various spas. I have employed 
them considerably and found the greatest benefit I 
from them. One excellent form of electrical 
treatment is radiant heat from a high candle-power 
electric lamp, 100-500 volts, taking extreme care 
not to burn the part. Other cases receive more ; 
benefit if they are put into an electrical bath in 
which thirty-two lamps of 100 volts each surround 1 
the patient, and he or she undergoes a good j 
sweating. There are also other forms of electrical 
treatment, one of which is the static current, which j 
may be an induced current or a wave current. A ' 
good form of treatment is ionisation or cataphoresis. 
The details of ionisation can only be learnt by 
practice, but the two substances which are of the 
greatest benefit are a saturated solution of common 
salt and tincture of iodine. Heat may be applied 
not only by electricity but by other methods also, 
and a very useful plan is by means of a hot salt- 
bag ; and I have noticed that better results are 
obtained if you use fresh salt every time the 
bag is put on, than if the same is used repeatedly. 

I do not know how it acts, but patients say it gives 
them great relief. 

Lastly, with regard to movements, no atrophic 
joint should be kept at rest noV rigid; it should be 
moved at least once in twenty-four hours, and you 
must be careful to steer between too much and too 
little use. I tell patients to use their joints until 
they feel them hot, and then they should defer 
further movements until the next day. 

There are a large number of other points, 
including the administration of drugs, which I 
might discuss; but I hope I have made clear to 
you that there are types of arthritis deformans, j 
each with definite pathological changes, and that 
the day has arrived when we should no longer lump 
together every kind and label them “rheumatoid 
arthritis ” without having the least idea of what the 
pathology is. 

October gth , 1911. 


TWO LECTURES 

ON 

RECENT ADVANCES IN THE 
STUDY OF PULMONARY 
TUBERCULOSIS.* 

By CECIL WALL, M.D., 

Assistant Physician, London Hospital. 

LECTURE I. 

THE TUBERCLE BACILLUS AND INFEC¬ 
TION. 


Since Yillemin’s researches in 1865, tuberculosis 
has been recognised as caused undoubtedly by 
a specific infecting agent transmissible by inocu¬ 
lation. 

In 1882 Koch demonstrated that this infecting 
agent was the Bacillus tuberculosis. In 1901 
Koch stated his belief in the difference between 
human and bovine tubercle bacilli, and his doubts 
as to the intercommunicability of the disease 
between men and cattle. 

Since 1901 much research has been carried out 
to test the truth of Koch’s statement : Tile 
recently published report of the British Royal 
Commission represents the views now held in 
England, at least by the majority of the workers 
in this field. 

The Royal Commission recognises three main 
types of tubercle bacilli—the human, the bovine, 
and the avian types. 

It concludes that “ the unmodified avian tubercle 
bacillus is a negligable factor in the production of 
human tuberculosis,” that in the majority of cases of 
tuberculosis in man, the organism is of the human 
type, but that in some cases it is of the bovine 
type, and in some others (e. g. lupus) it has 
special characters distinguishing it from each of 
the three principal types, whereas in natural cases 
of tuberculosis in cattle the only type of bacillus 
present is the bovine, and in poultry the avian. 

The Commission believes that these types are 
stable, and was not able to convert one type 
into another, or lo alter the cultural characters or 
virulence, either by prolonged subculture in the 
laboratory, or by passage through a series of 
animals. 

# Delivered at the London Hospital. 
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The two types of tubercle bacillus which are of 
importance in clinical medicine are the human 
and the bovine types. The Commission points out 
that the morphological and cultural characteristics 
are insufficient for the differential diagnosis, but 
that when considered in conjunction with inocula¬ 
tion experiments, they render possible the distinc¬ 
tion between the types. 

The chief differences used in practical testing 
are : 

(1) The human type is eugonic, i.e. grows more 
rapidly than the bovine type on serum. The bovine 
type is dysgonic, /. e . grows slowly on serum. 
There are some minor cultural characteristics which 
seem to be less important because they are less 
constant. 

(2) Ten milligrammes of the human type inocu¬ 
lated subcutaneously into a rabbit produces a local 
abscess, but not fatal tuberculosis. The same 
dose of the bovine type produces fatal tuberculosis. 

Comparable results follow introduction of the 
bacilli into the veins or peritoneal cavity. 

The human type is much less virulent for 
rabbits than the bovine type. 

The human type is also much less virulent for 
calves than is the bovine type, but for obvious 
reasons the rabbit is more frequently used for 
testing purposes. 

The susceptibility of many other animals to the 
two types was tested and found to vary. 

The chimpanzee, the monkey, and the guinea- 
pig are very susceptible to both strains; the goat 
and the pig are less susceptible to the human type 
than to the bovine type. The cat is susceptible 
to the bovine type, but very resistant to the 
human type. 

The Commission, therefore, has shown that there 
are two distinct types of tubercle bacillus which 
may produce disease in man, and in the light of 
this pronouncement we must revise somewhat our 
views of the aetiology of human tuberculosis. 

The possible modes of infection are by 
inhalation, deglutition, inoculation, and congenital 
transmission. 

It is admitted by all that the two last modes of 
infection operate so rarely that their consideration 
is more of academic than practical interest. The 
relative importance of inhalation and deglutition 
in the transmission of human tuberculosis has 
been much debated. Dr. Bulloch, in his recent 


! Horace Dobell lecture, has reviewed the question 
j with great skill and care. In 1909, in ( his article 
t in ‘Allbutt’s Medicine,’ he concluded “that the 
I principal or almost exclusive source of pulmonary 
j tuberculosis is the inhalation of bacilli from 
! sputum ”—the old view of Villemin and Koch. In 
this recent lecture he has shown that new 
epidemiological data confirm this conclusion. 
For instance, Weber examined 360 people, 151 of 
! whom were children who had drunk the unboiled 
| milk of tuberculous cows. He only found infection 
with bovine tubercle bacilli in two cases, and these 
two were children with enlarged glands. 

| Again, Japanese researchers have shown : 

! (1) That pulmonary tuberculosis is as common 

in Japan as in other countries. 

(2) That intestinal tuberculosis is not uncommon, 
though 99 per cent, of infants are breast-fed. 
j * (3) That there are large areas in which the cattle 
! are entirely free from tubercle, though human 
tuberculosis is common. 

(4) That milk is very little used as a food in 
Japan. Kitasato has calculated that the con¬ 
sumption of milk per head of the population per 
; diem is only 2*825 cc * 

: Dr. Bulloch also gives other epidemiological 

evidence leading to the same conclusion. Recent 
bacteriological research also shows that the bulk 
of human tuberculosis is caused by the human type 
of bacillus, and consequently is not the result of 
the consumption of food infected by the bovine 
( type. 

Dr. Bulloch, in his Dobell lecture, analysed 653 
! cases reported in the literature in which tubercle 
j bacilli had been isolated from sputum or lung. 

; With only gne exception the bacilli were all of the 
j human type. Dr. Bulloch has himself examined 
j twenty-three strains derived from patients in the 
| King’s Sanatorium, and found them all to be of the 
j human type. 

! The recently published report of the Royal 

! Commission records the result of the examination 
of forty-two strains of bacilli isolated from the lung, 
i and sputa of cases of pulmonary tuberculosis— 

1 forty were of the human type, two were of the 
bovine type. 

! The necessary conclusion is that pulmonary 

tuberculosis is very rarely due to the bovine type 
| of bacillus, and consequently is seldom due to the 
j ingestion of food derived from tuberculous cattle. 
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The Commission also investigated strains of 
bacilli derived from tuberculous disease of parts of i 
the body other than the lungs. 

Eleven cases of general tuberculosis (tuberculous 
meninigitis, tuberculous bronchial glands): all 
human type. Fourteen cases of tuberculosis of j 
joints: 13 human type, 1 mixed. Three cases of | 
genito-urinary tuberculosis: all human type, j 
Twenty-nine cases of primary abdominal tuber¬ 
culosis: 13 human type, 14 bovine type, 2 mixed. 
Nine cases of tuberculous cervical glands: 6 
human type, 3 bovine type. Of the whole 108 
cases, 86 showed the pure human type, 3 were j 
mixed, and 19 of the pure bovine type. 

Applying these facts to the problem of the 
prevention of consumption, it is obvious that our 
chief efforts must be directed towards the prevention 
of aerial infection, that is, to the proper disposal of | 
infected excreta, such as sputum, faeces, etc. Wfe 
must remember, however, that more than 50 per 
cent, of cases of primary abdominal tuberculosis 
were shown to be due to the bovine type of bacillus, 
and presumably were caused by the consumption of 
foodstuffs derived from tuberculous cattle. It is 
obvious, therefore, that no relaxation should be 
permitted in our efforts to secure an uncontaminated 
milk supply, if only on account of possible 
tuberculous infection. 

It may be said that boiling destroys tubercle 
bacilli, and that if the milk be boiled, there is no 
need to exterminate tuberculous cattle. Apart 
from the facts that cream and butter cannot be 
sterilised by boiling, and that it is better to have 
food that has never been contaminated than food 
which has been contaminated and subsequently 
sterilised, we must remember that there is some 
subtle difference between live milk and dead milk, 
and that by consuming dead milk only, we may be 
depriving ourselves of an important protector 
against microbic infection. Fresh milk, I am 
told, contains a large quantity of that mysterious 
substance termed “complement,” and this is 
destroyed by boiling. Complement plays a large 
part in the mechanism of immunity, and for this 
reason horse-serum has been seriously recommended 
for administration by mouth in certain infectious 
diseases. Fresh milk contains infinitely more | 
complement than stale horse-serum, and those I 
who like to speculate may wonder whether we j 
gain or lose by taking boiled milk. , 


I suppose that it is scarcely possible to prove, 
but it is usually accepted without demur, that no 
individual is absolutely susceptible and none 
absolutely immune to tuberculous infection ; 
putting it otherwise, in every individual it is 
possible to find a dose of tubercle bacilli with 
which the protective mechanisms of the body can 
deal and also a dose which will prove fatal. 

It has long been known that the susceptibility of 
different species of animals to tuberculous infection 
varies very widely, and the Royal Commission has 
recently proved that the different stable types of 
tubercle bacilli have a persisting difference in 
virulence for different species of animals. 

In clinical medicine we are in the habit ot 
assuming, and probably correctly, that different 
individuals of the human species vary in their sus¬ 
ceptibility to tuberculosis. Epidemiological research 
has supplied fairly convincing evidence of the 
different susceptibility of different races. 

As clinicians we are more concerned with the 
difference between individuals of the same race and 
with the difference in the same individual according 
to circumstances. We assume, as a matter ot 
common experience, that one individual contracts 
tuberculosis from a dose of tubercle bacilli which 
another individual seems easily able to resist, but 
we yet seek an answer to the question whether the 
relative susceptibility and immunity are specific or 
merely due to a general lowering of resistance 
against any infection. 

If the variation in resisting power is specific, we 
want to know whether it is congenital or acquired 
after birth. 

This problem of disposition was discussed by 
Dr. Bulloch and Dr. Greenwood in a paper read 
before the Royal Society of Medicine in May last. 
They think it probable that, as Professor Karl 
Pearson has put it, “ the diathesis of pulmonary 
tuberculosis is certainly inherited.” 

Sir Douglas Powell and Dr. Hartley, in the new 
edition of their book, quote figures in support of 
the same conclusion. 

The investigation of the problem from the study 
of heredity is most difficult; not only is it difficult 
to obtain correct family histories, but if obtained 
they only include the state of health of the relatives 
up to the time of the observation, and, of course, 
it is impossible to eliminate the chance of direct 
infection between parent and child. 
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Professor Pearson, however, as a result of his 
elaborate statistical investigation of the Crossley 
Sanatorium figures, is convinced that a theory of 
infection does not account for the facts, and that 
there must be some hereditary susceptibility. 

In spite of the possible fallacies, I have investi¬ 
gated the question of heredity in some of my 
Brompton Hospital out-patients, and have tabulated 
934 histories : 424 of the patients were tuberculous : 
of these 56*6 per cent, gave no history of tuber¬ 
culosis in the family, 26*4 per cent, had a 
tuberculous parent, 17 per cent, had a tuberculous 
brother or sister, but not a tuberculous parent ; 
510 of the patients were not tuberculous, of these 
66*8 per cent, gave no history of tuberculosis in 
the family, 21*9 per cent, had a tuberculous 
parent, in per cent, had a tuberculous brother or 
sister, but not a tuberculous parent. 

t These figures, comparing as they do strictly 
comparable groups, show less markedly than I 
anticipated the influence of heredity in the develop¬ 
ment of the disease. On the other hand, taking 
the history of the parents, we find thaitin 212 cases 
one parent was tuberculous, and only in twelve cases 
were both parents tuberculous, i.e. 5*3 per cent., 
from which we may conclude that contact between 
husband and wife does not often lead to the 
transmission of the disease. 

Life insurance companies, who view the problem 
from a purely business standpoint, conclude that 
the healthy adult who has one tuberculous parent 
has an expectation of life on the average about five 
years below the normal. 

On the whole, the evidence seems to be in 
favour of the view that differences in resisting 
power may be of congenital origin. But granting 
that susceptibility may vary in individuals according 
to the laws of heredity, it is almost universally 
admitted that the susceptibility of one individual 
may vary according to the environment. 

Hence in any article on aetiology is included 
a long list of predisposing causes, such as poverty, 
overcrowding, overwork, alcoholism, pregnancy, 
debilitating diseases, etc. If susceptibility did not 
vary according to environment, these conditions 
could only predispose to the disease by supplying 
a larger dose of infection. 

Many of these causes undoubtedly aid infection ; 
some, such as overwork, pregnancy and debilitating 
diseases do not necessarily do so. 


It is admitted that in treatment, improvement 
of the environment and removal of the causes 
enumerated offers the best hope of success. We 
assume that these measures will offer also the best 
means of prevention, and thus far admit that the 
susceptibility can be influenced by intelligent 
intervention. The theory is extremely plausible, 
but I do not consider that it is actually proved. 

With regard to prophylactic measures based on 
our knowledge of susceptibility, it may be said at 
once that natural selection, working over many 
centuries, has failed to weed out the susceptible 
stock. 

Our present methods are chiefly those which 
are adapted to a reduction of the possibilities of 
infection, and to a raising of general resistance by 
improvement in the environment. 

In the future it is possible that some artificial 
means of protection, such as vaccination against 
smallpox, may be discovered, but at present we 
have to confess our impotence to increase artificially 
the specific resisting power. 

October gth, 1911 . 


End-Results of Prostatectomy . —Casper 
reports the end-results of fifty-four cases of pro¬ 
statectomy done by him. Reports were received 
from twenty-six patients as to the condition of the 
bladder. These patients were operated on two 
to five years previously, and none of them has any 
difficulty in urination, neither is there any pain. 
In 95 per cent, of his^cases there was cystitis; 75 
per cent, of these patients l*ave been freed from 
this trouble entirely. In all cases in which the 
renal function was unimpaired before the operation 
it remained unchanged after the operation, and 
inasmuch as Casper does not operate unless the 
function of the kidneys is normal, no kidney 
disturbances occurred alter these prostatectomies. 
In three cases the patients complained of severe 
lancinating pains in one or both legs. They 
resembled the pain of sciatica, but disappeared 
about five months after the operation. Casper 
suggests that the pain was probably the result of 
the unavoidable injury done to the nerves of the 
hypogastric plexus during the operation. In those 
cases in which the prostatectomy was done because 
of severe haemorrhages from the prostate, further 
bleeding was not noted after the operation. In 
none of the cases was there a recurrence of the 
original trouble.— Journ. A.A/.A., vol. lvii, No. 12. 
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WITH MR. GORDON WATSON 
AT ST. BARTHOLOMEW’S 
HOSPITAL. 


A Demonstration with the Sigmoidoscope. 

I want to take the opportunity to-day .of showing 
you some cases which illustrate the benefits 
resulting from the employment of the sigmoido¬ 
scope. In most cases you can pass the instrument 
without putting the patient under an anaesthetic, 
but you must make sure that the lower part of the 
colon is empty. t The actual passage of the 
instrument is not a matter of much difficulty, but 
there are one or two points which should be 
attended to. Having passed the tube, thoroughly 
lubricated, into the first part of the rectum, you 
take out the plunger and pass in the light, which 
can be obtained, as you see here, either from 
accumulators or from the main. This particular 
lamp is a 4-volt one, but you can use a 2-volt or a 
6-volt. I think the 2-volt lamps are the best. 
You see that I have a rheostat inserted which 
enables me to regulate the current to a nicety. 
By means of this bulb the bowel is inflated in 
advance of the tube with air, and this enables you 
to see where you are going, and therefore makes 
the passage safer. Be careful not to pass the 
instrument onwards unless you can see a loop-hole, 
otherwise you will do harm in cases where there is 
either a stricture or ulceration. The promontory of 
the sacrum represents the “pons asinorum ” of sig¬ 
moidoscopy. Once - the promontory is passed, 
progress is usually unimpeded. 

Case i. —The first patient I want to show you is a 
woman, ret. 35 years, w ho, sixteen months ago, came 
here with the history that for twelve years she had 
had a purulent discharge from the rectum. The 
history was said to date from trouble after labour, 
and ever since then she has had this condition of the 
bowel with the passage of pus, and has experienced 
considerable difficulty in getting the bowels to act. 
Her weight went down tremendously. She says 
that at one time it was only five stone ; that seems 
scarcely credible. Still, I can assure you she 
looked very thin indeed, and now you can see that 
she is well covered. We found she had a stricture 
of the rectum, which was not fixed and did not 
bleed on examination and through which the 


! finger could not be passed. First we performed 
colotomy and washed out the bowel. Next we 
tried the Wassermann test and found it to be 
| strongly positive, and accordingly we treated her 
with mercury suppositories and iodide internally, 
j We examined her under an anaesthetic, and removed 
a small portion of indurated tissue from the region 
| of the stricture for the purposes of microscopical 
| examination, suspecting gumma and wishing to 
! exclude carcinoma, but we found no malignant 
1 disease and no definite evidence of gumma. 

I After an interval at a convalescent home she was 
1 again given an anaesthetic in order to dilate the 
stricture. That was done, partly with the finger 
! and partly by means of a long soft bougie, which 
| I passed from the lower end of the colotomy wound 
down to the stricture until it met the finger. It 
; was gradually drawn through. Then with one 
finger in the lower end of the colotomy wound aryi 
one finger in the rectum I could examine the 
extent of the stricture and dilate it; it occupied 
about two to three inches of the bowel. At the 
same time she was given an injection of “ 606/’ 
Following that she had a daily dilatation with the 
I bougie followed by irrigation, until by examination 
it was found that a finger from above and a finger 
1 from below would meet easily. That was the state 
of affairs when she was last here, three months 
ago. I have not examined her bowel since then. 

| Whether syphilis has had anything to do with her 
condition is, I think, doubtful. It is true she has 
1 twice given a strongly positive Wassermann reaction. 

| She has had two miscarriages, and one child was 
born dead. As far as we know, this stricture was 
| one following upon injury at labour. Many 
' men engaged in rectal work do not believe that 
I specific disease per se ever actually produces 
; stricture of the rectum. Sir Frederick Wallis, for 
instance, says he has never seen a case of specific 
stricture of the rectum, i. e. any case in which there 
! was evidence to prove that it was due to specific 
disease independent of sepsis. So I thought we 
would have another look at this w'oman with the 
sigmoidoscope, after the three months’ interval, to 
see whether her stricture remains dilated. I have it 
in my mind, if it has remained good, to close the 
| colotomy wound. [Mr. Gordon Watson then 
passed the sigmoidoscope and demonstrated the 
; use of sponge forceps for cleaning the area to be 
examined, recommending the crocodile type as the 
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best.] I find myself unable to get through the 
stricture with the sigmoidoscope. The surface is 
granular and the mucous membrane bleeds readily. 
As you move the sigmoidoscope about you will see 
a very narrow lumen ahead of you, and you can 
also see that the stricture moves with the sig¬ 
moidoscope and so is not fixed to surrounding 
parts. Her stricture is now about six inches from 
the anus; originally it commenced about two 
inches lower down, and that part is cured. I wish 
to call your attention to the fact that by preventing 
septic absorption by means of a colostomy the 
patient put on weight with extraordinary rapidity. 
When I first saw her I was afraid that the case 
would prove to- be one of carcinoma. The long 
history made it necessary to carefully investigate 
the case further. 

I now show you a little speculum for the rectum 
in which a light can be placed so as to illuminate 
the first two or three inches of the rectum and 
which is very useful for this area. It is very effec¬ 
tive. Kelly's speculum is the best kind for detect¬ 
ing haemorrhoids. If haemorrhoids are present 
they will bulge in on withdrawal of the speculum, 
but normal mucous membrane will not bulge in. 

Case 2.—Here is a man, aet. 43 years, who had a 
carcinoma of the rectum rather low down. In the 
first instance I did a colostomy upon him, which you 
see is satisfactory. I left him for a fortnight, and 
then excised the lower end of his bowel together with f 
the sphincters through the perinaeum. The opera- I 
tion is not so thorough as the abdomino-peri nasal 
method, but on the other hand the mortality from | 
it is not nearly so high. It is good for cases in | 
which the condition is low down in the bowel. , 
The operation was done seven weeks ago (ten inches 
of bowel being removed), and the perinaeal wound 
has now closed, though you can see a little ecze¬ 
matous patch where it was last open. It does not 
do to let these wounds close up too quickly, 
becauseyou may get a pocket formed in which mucus j 
may collect, or pus and possibly also faecal matter 
which you cannot wash out. But if you leave it 
open for a time you can if necessary wash any ! 
deleterious matter through. I should mention | 
that the bowel after division was invaginated and 
closed, and then fixed to the posterior edge of the 
wound, but, as in this case, you cannot be certain 
that the bowel will remain closed, and you must 
be prepared for a mucous fistula. 


Case 3.—Here is a man, set. 83 years, with car¬ 
cinoma of the rectum above the reach of the finger. 
I think there is no obstruction, and he tells us he 
has very little trouble with his bowels. Beyond the 
fact that he is passing slime and blood he is not 
suffering from the condition. He does not need 
an operation, and, indeed, that would not be 
suitable for a man of his age. With the sigmoido¬ 
scope you can see the lower end of the growth, and 
you can now see that the growth only involves 
half the circumference of the bowel. His growth 
is six inches from the rectum, and fixed to surround¬ 
ing parts. His growth, therefore, owing to the 
absence of pain and obstruction, could not have 
been diagnosed with certainty without a laparotomy 
except with the sigmoidoscope. 

Case 4.—Here is a patient who has had both 
malignant and innocent tumours in his sigmoid. 
The specimen I show you came from the middle of 
his sigmoid flexure. I excised it and did an end-to- 
end anastomosis four years ago. These pedun¬ 
culated tumours were found, on section, to be 
adenomata. In the middle you will see an ex¬ 
cavated ulcer, and if you could feel it you would 
find it was indurated, and you can see that the 
peritoneal coat is puckered. On section it is 
found to be an adeno-carcinoma of the colon. He 
had symptoms which were suggestive of a tumour 
(he had been treated for colitis), but nothing could 
be felt. On examining with the sigmoidoscope l 
could see some of these pedunculated tumours, and 
so I opened his abdomen and found this constricting 
tumour. It was obviously a growth. I brought it 
up to the wound and resected it with an end-to-end 
anastomosis. He is a sergeant of police, and he 
was able to finish his time there and qualify for his 
pension last year, for he made an excellent recovery. 
I do not think he is doing anything now, but, as 
you see, he is in excellent health. You see I made 
an incision through the rectus sheath for resec¬ 
tion and another small incision for drainage close 
to the anterior spine down to the area of resection 
in case of accident. Sometimes an end-to-end 
anastomosis yields and leaks, and if there is no 
drainage all is up. I put a little gauze down to the 
place of resection for a few days. However, that 
was not required, and it soon closed up. I thought 
we would now examine him with the sigmoidoscope 
to see if we can observe the line of anastomosis : 
I have not seen him for nearly four years. I think 
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you will agree it is very satisfactory that a man can 
be so treated for carcinoma of the sigmoid that he 
is able to continue in the police force and qualify 
for his pension. You can see now a small adeno¬ 
matous polyp projecting into the lumen of the 
sigmoidoscope. It is eighteen centimetres from 
the anus, and above that I can see another one. 
Now the line of anastomosis is visible and 
I cannot pass the sigmoidoscope through it. 
Although somewhat constricted it appears quite 
healthy. While some of you are examining the 
patient I might tell you of another case of multiple t 
polypi. I removed a polypus of the rectum at St. i 
Mark’s, and a year later the* patient returned with 
a large carcinoma at the site of the original polypus. 

I performed colostomy and a month later he 
developed v symptoms of obstruction. The house- 
surgeon examined him, and found on passing his 
finger through the upper end of the colostomy that 
he could feel another growth above his colostomy. 

I opened his abdomen again and found a second 
carcinoma in the descending colon and did a 
transverse colostomy. Some months later the 
patient died. There was definite evidence that 
the site of one carcinoma was the site of a pre¬ 
existing adenoma, and I suspect the same was true 
for the other growth. It is very unusual to find 
two carcinomata. It is interesting to notice in the 
case we are now examining that four years after 
removal of a carcinoma together with a number of 
adenomata that adenomata are still present, and 
that therefore a guarded prognosis is necessary, 
despite the apparent immunity four years after 
removal of a carcinoma. 

Case 5. —This patient had dysentery in South 
Africa eleven years ago, when he was in the Army. 
He was first treated in this hospital, in the medical 
wards, and some few years ago he came to see me 
at the Metropolitan Hospital complaining of a 
lump in his side. He had then, and I believe he 
has now, what was considered to be an enlarged 
spleen. I put him under an anaesthetic, but the 
tumour, that is to say the spleen, disappeared, and 
could not be felt. Next day I saw him in the 
ward and examined him again, and the tumour 
was there. I mentioned the case to another man, , 
who said he had had an exactly similar experience 
in the Great Northern Hospital, but his patient 
also had splenic anaemia, which our patient has 
not. In the other case it was decided that j 
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the spleen should be removed. When he was 
under the anaesthetic for that purpose no spleen 
could be felt, and he was sent back to bed. But 
when he had recovered from the anaisthetic the 
spleen was again palpable. Eventually he returned 
to the theatre and the spleen was removed. It 
was a large spleen when it was removed. He was 
cured. Our present patient has been in Millbank 
Hospital recently with a recurrence of his dysentery, 
and he comes to me to know whether anything can 
be done. I thought we would look at him with 
the sigmoidoscope to see if there is any ulceration ; 
if there is I think appendicostomy should be per¬ 
formed. About ten days ago he passed some 
blood, and he has been having six or seven motions 
a day. He has been having quinine and saline 
injections and taking ipecacuanha pills. 

The sigmoidoscope is certainly responsible for 
prolonging many lives and saving some. At St. 
Mark’s Hospital hardly a month passes without 
the discovery of a case of carcinoma of the rectum 
or sigmoid, so early that it can be removed with 
a good hope of a cure ; whereas without the instru¬ 
ment the chances are the disease would have 
progressed until it was past operating on. 

We can now see in this case some inflamed and 
granular mucous membrane ; it is especially notice¬ 
able if you compare the mucous membrane at this 
site with that four or five inches lower down. 

You will have seen how easy it is to pass the sig¬ 
moidoscope without an anaesthetic, provided the 
bowels are empty. The place you are now looking 
at is 27 cm. from the anus. I am sorry there is no 
case of ulcerative colitis to show you to-day, but 
you have seen enough to appreciate the value of 
the sigmoidoscope. 

October gth , 1911 . 


Haemorrhage after Nephrotomy.— In three 
cases reported by Pleschner the haemorrhage came 
on suddenly with no premonitory symptoms, the 
fourth, sixth, twenty-fifth and thirty-third days 
after the nephrotomy for removal of stones. All 
bleeding vessels had been ligated, the kidney 
sutured and tamponed firmly from without, and the 
haemorrhage occurred when all was supposed to be 
progressing ideally. The haemorrhage was arrested 
in one of the cases under expectant measures, but 
returned again eight days later, and more severe. 
An important aid in diagnosing was the discovery 
with the cystoscope of the blood spurting from one 
ureter mouth.— Journ . A.Af.A., vol. lvii, No. 12. 
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A LECTURE 

ON SOME 

CLINICAL ASPECTS OF VERTIGO.* 

By C. ERNEST WEST, F.R.C.S., 

Aural Surgeon to St. Bartholomew’s Hospital. 


Gentlemen, —I fear that the labyrinth has come 
to be regarded by some as being rather in the 
nature of what I may call a stock dish at St. 
Bartholomew's. Those of us who have been so 
deeply interested in the development of this 
important branch of special surgery are perhaps a 
little apt to lose sight of the difficulties which 
beset its casual study, and to hope for a readiness 
of enthusiasm which is not always easily provoked. 
To-day I am not going to conduct you through the 
semicircular canals in the giddy whirl of a post¬ 
rotatory nystagmus, or to consider in any way the 
physiology or detailed application of experimental 
tests. I wish rather to begin from the side of a 
symptom, and to consider with you some of its 
possible significances. I have chosen the symptom 
of vertigo. 

Before we go further, it is useful to define. By 
vertigo I mean a sensation of turning : it may be 
a sensation of rotation of the external world about 
the percipient, or pf the percipient in the midst of 
a fixed external world. It is convenient to dis¬ 
tinguish the two sensations as objective and 
subjective vertigo, but essentially they are one, 
that of a relative movement between the patient 
and external objects ; the rest depends solely on 
the assumption of a fixed point in one or the other; 
it is a matter of interpretation. For example, a 
patient is giddy in bed : he will often feel that it is 
he that is moving; but because his surface sensa¬ 
tions tell him that he remains in fixed contact with 
the bed, he feels that the bed is moving with him 
while the room is stationary. Vertigo means more 
than a feeling of unsteadiness or uncertainty : in 
milder forms it may take the form of an oscillating 
or heaving movement; in its full development 
there is a definite whirling round of things or of 
the percipient, often in a quite clearly fixed plane,, 
sometimes in a combination of several directions 
at once. True vertigo is always associated with 

* Delivered to the Post-Graduate Class at St. Bartholo¬ 
mew’s Hospital. 


inco-ordination, most easily detected in the lower 
limbs, and when vertigo is strong, with forced 
movements, especially of the eyes, but also in some 
cases of the head and even of the extremities. In 
many cases the sensation of a definite plane of 
rotation is so strong that the patient can visualise 
the apparent movement long afterwards and can 
clearly describe the direction of apparent rotation. 

When the patient is seen during an attack of 
vertigo, there is rarely any difficulty in estimating 
its actuality and in forming some idea of its 
intensity. The patient may fall as though struck 
down by a blow, or sometimes as though violently 
thrown by some giant push so that he falls heavily 
against objects. He may be for the time rendered 
entirely helpless, so that he lies on the floor unable 
to even raise his head. I remember the case of a 
gentleman in the city who lay in this way for hours 
on the floor of his office after an attack. There 
may be extreme prostration, with sweating and 
pallor, but consciousness is not lost. Vomiting in 
these severe attacks nearly always takes place. 
During the attack nystagmus is spontaneously 
present; it may be horizontal or of a rotatory type. 

! The patient's sensation varies, from a quite definite 
rotation in a horizontal or vertical plane to a 
terrifying continued pitching headlong and over and 
1 over through a bottomless abyss. When the 
sensation is strong, the eyes are always kept closed. 
Even if opened, no very definite visual sensation 
I may result, owing to the rapidity and violence of 
the ocular movements. The common plane of 
apparent rotation is a horizontal one. 

It is, however, infrequent that the patient is 
seen during the attack, and the history given is 
often difficult to value. The chief traps are the 
neurotic patient, the patient \yith partial syncope, 
the epileptic, the patient with ocular vertigo, often 
due to astigmatism, the patient with “a bilious 
attack,” and sometimes the patient with cerebral 
| syphilis. When these are excluded, we may con¬ 
sider the residue as due either to happenings in 
the labyrinth, to some disease, e.g. tumour, of the 
I eighth nerve, or to similar conditions in the cere¬ 
bellum. The labyrinth is numerically vastly the 
most important. In getting a history I am accus- 
j tomed to lay stress on the following points: the 
occurrence of an actual fall, or of the necessity to 
catch hold of some support, and the direction of 
fall; the direction of apparent movement, this 
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when definite always pointing to a true vertigo with 
associated nystagmus; loss or preservation of con- | 
sciousness; passage of urine, convulsive move¬ 
ments,'past or family history of epilepsy. Under 
a careful interrogation, the neurotic may generally 
be trusted to declare themselves or at least to 
arouse suspicion, often by lack of proportion 
and over-emphasis. The syncopal patient will 
admit that faintness is the principal element 
in the symptoms; the astigmatic may be dis- 
covered by proper examination, by a more skilled 
person than myself, and generally has associated 
headache and feeling of ocular fatigue, while the | 
vertigo is not severe, and often amounts to no more 
than uncertainty. When vertigo anticipates a 
true epileptic fit there is little difficulty ; but at times 
vertigo may be the sole expression of the fit, and in 
these cases careful search must be made for a history 
of strange behaviour or absent-mindedness after the 
attack. Memory of the attacks may be defective. , 
Generally at some time or other there has been an 
attack of grandmal . The bilious attack is important 
because it is such a fatally easy diagnosis, and so 
satisfies the average patient. I have seen it made 
in several cases of recurrent vertigo due to perfora¬ 
tion of the external semicircular canal in middle- 
ear suppurations, and in people with vertigo 
associated with advanced labyrinthine deafness. 
Labyrinthine vertigo is usually unexpected in its 
onset, there is no antiqipatory nausea, no teich- 
opsia ; the vertigo of “ biliousness ” is mild, there , 
is nausea and often headache and spectra before 
the vertigo, and vomiting brings relief. 

The occasion of the attacks and the posture in 
which they occur may be of importance; for. 
example, they may come after such exertions as 
running up stairs, they may be elicited whenever 
the head is turned sharply to one side, or on change 
of posture, as on suddenly rising from bed or after 
lacing one’s boots; or they may chiefly occur during 
rest in the horizontal position. The influence of 
position, and especially of change of position, in pro- j 
ducing a momentary syncope need not detain us ; 
the syncope may declare itself principally in the laby¬ 
rinth by a true momentary vertigo. When vertigo j 
is produced by momentary rotations of the head, 
as in turning to look at something, always suspect 
a labyrinthine lesion; it may be either one of 
defect or of hypersesthesia, due, that is, to either 
destruction or irritation. Vertigo after exertion, I 


unassociated with faintness* should also make us 
suspect a deprivation of labyrinthine sensation in 
one side. 

Children present considerable difficulty in the 
diagnosis of vertigo. To begin with, they are not 
analytical of their consciousness, and readily 
accept almost any sensation as a part of the 
order of nature. Then they have no terms to 
describe their sensations in many cases. Falling, 
straying to one side involuntarily and constantly, 
and sudden clinging to objects for support must be 
asked for. 

The occurrence of spontaneous nystagmus under 
observation is objective evidence of a sort if the 
fallacies attending it are eliminated. It is, how¬ 
ever, often quite transitory, and may never be 
present when the patient is seen. On the other 
hand, nystagmus may be present, and may have 
no bearing on the question of the nature of the 
symptoms. In searching for nystagmus on devia¬ 
tion of the eyes laterally, care must be taken to 
direct the eyes only so far outwards that binocular 
vision is still possible ; many patients develop a 
certain amount of nystagmus if this is neglected. 
Other patients with old defects of vision, particu¬ 
larly those with some central defect such as a 
nebula, have a constant nystagmus. It may be 
very difficult to establish the value of spontaneous 
nystagmus even when it is observed, and many 
authorities no longer pay any attention to it. In 
some cases it is congenital, and is supposed to be 
of purely central origin. It must not be forgotten 
that nystagmus may be of cerebellar origin. 

While in some cases vertigo is not associated 
with any observable affection of the cochlea, in 
the majority this can be discovered; it may range 
from a total deafness to the slightest forms of 
labyrinthine deafness, and even this may only be 
observable shortly after the paroxysm. In cases 
of recurrent vertigo, it is, however, more likely 
that some impairment of cochlear function may be 
discovered between the attacks than that a defect 
in function of the vestibular section can be demon¬ 
strated This is due to the much finer methods of 
investigation which are possible with the cochlea 
as compared with the posterior part of the laby¬ 
rinth. We have nothing in the latter to compare 
for delicacy with the slight loss for high tones or 
the slight loss of perception through the cranial 
bones. When a canal has been blocked by inflam- 
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matory processes or there has been disorganisation 
by a non-suppurative labyrinthitis, there will, of 
course, be easily obtained evidence of damage. 

It remains for us to consider the conditions in 
which vertigo of labyrinthine origin may arise. 
We may divide them into those with middle-ear 
infection and those without middle-ear infection. 

Conditions with Middle-ear Infection or Large 

Open Perforation , or after Radical Operation. 

In these cases vertigo may be present only on 
syringing , or may be spontaneous and paroxysmal . 
When present on syringing , it may be due either 
to the effects of pressure or of difference of tem¬ 
perature between the fluid used and the body. 
Pressure will produce giddiness in many quite 
normal ears when the fluid impinges directly upon 
the footplate of the stapes, and if the footplate is 
abnormally mobile, it may be difficult to avoid 
this effect even with great care. The giddiness 
passes off almost instantaneously on the suspension 
of syringing. The giddiness which is sometimes 
complained of after the radical operation is 
generally of this sort, and can in these cases be 
avoided by directing the stream well backwards 
into the mastoid part of the cavity. It may, how¬ 
ever, be due to the existence of a fistula of the 
external semicircular canal; in the radical opera¬ 
tions, if a fistula has escaped notice and remains 
open, this direction backwards only aggravates the 
trouble. When a fistula is present, its existence is 
rendered almost certain by the presence of the 
u fistula-sign/' 1 the production of vertigo with 
nystagmus or forced eye-movement on compression 
of the air in the external auditory meatus; but 
many fistulae fail in part or altogether to give this. 
With a fistula, however, there is generally spon¬ 
taneous vertigo as well as that produced by 
syringing. It should be borne in mind that the 
production of vertigo by stimulation is proof of 
the functional integrity of the ampullary crest 
stimulated, and excludes a general infection of the 
labyrinth. When the giddiness is due to the effect 
of the use of too warm or too cold lotion in the 
ear, and the consequent production of convection 
currents in the endolymph, the effect neither 
appears nor disappears so quickly; giddiness may 
continue to increase for some seconds after 
syringing has been stopped. The limits of excit¬ 
ability by thermal difference vary widely with 


different patients. Remember that the occurrence 
of thermal vertigo is perfectly normal, and that, 
though inconvenient, it points to the presence of 
an intact and functional labyrinth. If the vertigo 
is at all considerable, there will always be a visible 
nystagmus on deviation of the eyes. 

When, in the course of a middle-ear infection, 
there is spontaneous and paroxysmal vertigo, its 
significance is much more important. The 
stimulus in this case is intrinsic, and is some 
irritation of the labyrinth, or more strictly some 
abnormal and unsymmetrical labyrinthine sensa¬ 
tion, for as we shall see, vertigo may ensue not 
only on the irritation of an active labyrinth, but 
after its total destruction. 

It is of great importance that the exact functional 
condition of the labyrinth in question should be 
ascertained, for on the result of this inquiry will 
depend the nature of the treatment. I am not 
going into the detail of the tests to-day; for our 
purposes it is enough to remember that the condi¬ 
tions causing paroxysmal vertigo during a middle- 
ear suppuration are nearly always such as can 
only be properly treated by some operation, by no 
means necessarily an operation on the labyrinth, 
and that this spontaneous vertigo is one of the 
cardinal warning symptoms against delay. Especi¬ 
ally if the attack is of great violence, and the 
vertigo prolonged, with pain in the ear or head, and 
rise of temperature, you should view such cases 
with all the alarm that you would give to an 
abdominal catastrophe. Such a patient is in the 
gravest danger of meningitis or cerebellar abscess 
from the extension of an acute infection of his 
labyrinth to the interior of the cranium. The 
conditions underlying these apparently spontaneous 
attacks of vertigo range from a mere erosion of 
the surface of the labyrinthine capsule, through 
perforation of its bony wall and the creation of a 
fistula, to the complete disorganisation of the 
labyrinth by infection. In the last case it is clear 
that the labyrinth in question is incapable of 
originating any sensation whatever; yet its loss 
of function may actually produce that disorder 
of sensation which is known as vertigo. If 
nothing serious happens through the - invasion 
of the labyrinth by septic infection, the patient 
j passes through the initial period of intense 
vertigo and is left subject to minor attacks which 
may range from a chronic uncertainty to violent 
paroxysms ; the latter are apt to be aroused by 
heavy exertion or by unguarded movements of the 
; head. Remember that in such cases there is total 
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deafness on the affected side. The patient’s risks 
are considerable, and the ear calls for operative 
treatment with drainage of the labyrinth ; without 
this healing will only rarely take place. The length 
of time during which impaired equilibration is 
evident after the loss of one labyrinth varies \ery 
greatly with the age of the patient; an adult may 
be as much as six months before there is any 
certainty, while a child will be getting about the 
ward in as many days. Generally speaking, men 
recover more quickly than women, and I know a 
house-painter and a policeman who both manage 
very well with only one labyrinth. 

I am not going into details with regard to 
nystagmus to day. One short word about the 
character of spontaneous nystagmus. When it is 
due to an irritative lesion of the labyrinth, it is in 
nine cases out of ten a horizontal movement to the 
affected side, visible on direction of the eye to that 
side ; when due to the destruction of one labyrinth, 
it is a rotatory movement downwards and outwards 
to the opposite side, visible on direction to the 
opposite side, and gradually lading away as the 
period of invasion of the labyrinth becomes more 
remote. When it is due to a cerebellar abscess it 
is a coarse lateral movement to the side of the lesion. 

Conditiofis ivithout Middle-ear Infection . 

From the general practitioner’s point of view 
the most important class of all who suffer from 
spontaneous vertigo comprises those who have no 
infective disease of the middle-ear. These patients 
are generally men, of rather later middle life, say 
from forty-eight to fifty-eight; they are often active, 
successful, busy men, men who have “done 
themselves well ” in the matter of food and drink, 
and who still do not spare themselves. They have 
slight evidences of granular kidney perhaps, but 
the artery is not greatly thickened and the pulse- 
tension is not abnormally high. Their attacks of 
vertigo are often very violent and distressing, 
coming suddenly and literally flinging them down, 
followed by vomiting and extreme prostration. At 
first it may be difficult to find any changes in the ears 
between the attacks; hearing may be perfect and 
there is no loss of function in the canals. Later there 
is nearly always a labyrinthine deafness which may 
be unilateral, and sometimes an impaired canal- 
function on testing. Now such attacks as these 
are typically labyrinthine in origin ; they are not 
due to any vascular changes in the brain, and they 
by no means necessarily foretell any early progress 
in this direction. T he great majority of these 
cases can be relieved; their troubles are of the 
nature of a vaso-motor spasm, which is probably 
conditioned by some cumulative anto-intoxication. 
The most important element in the treatment is 
diet; cut off most of their meat and all their 
alcohol; cutoff strong Indian tea, allow very little 
coffee and a very moderate amount of tobacco. 


Give them a diet sheet which they are to adhere to 
strictly. In addition make them take a mercurial 
pill every night or every other night as the case 
may require, and potassium iodide in five-grain 
doses regularly for a few weeks. In the majority 
of cases you will find that the attacks of vertigo 
disappear. The real difficulty is to keep the 
patient on a proper regime. Only very rarely in 
my experience does the question of operation come 
up in these cases ; but if there is unilateral deaf¬ 
ness, and there is no doubt as to which labyrinth 
is at fault, it may be a matter to explain to the 
patient and leave to his decision: The vertigo can 
be definitely stopped by operation, but there may 
be more or less prolonged residual inco ordination, 
and any useful hearing which was possessed by the 
ear will be destroyed. If the vertigo be resistant 
to treatment, and the attacks are frequent, some¬ 
thing must be done ; otherwise the patient quickly 
gets worn out by the worry and repeated shock and 
deteriorates into a chronic invalid. The question 
is always asked, when operation is debated, 
“ What about the‘other ear ? Can you guarantee 
that it will not go the same way?” Of course the 
answer is “ No. But the operation does not 
affect it, and anyhow it may keep all right, and 
something must be done to stop the present 
condition.” One might as well not operate for 
senile gangrene because the other foot may become 
affected. 

More rarely vertigo in a non-suppurative case 
is due to syphilitic labyrinthitis. It is always asso¬ 
ciated with a marked labyrinthine deafness, and 
does not seem to occur in congenital disease. In 
the acquired form the deafness most commonly 
sets in during the later months of the first year 
after infection ; vertigo may be an early symptom 
but is by no means invariably present. With the 
advance of the condition vertigo ceases to be 
troublesome, the end-organs becoming destroyed. 
There is no special or local treatment for the 
condition which is worth consideration. Let 
vertigo in an adult not yet middle-aged, associated 
| with a labyrinthine deafness without middle-ear 
suppuration, make you look very carefully for other 
evidence, and have a Wassermann reaction carried 
out. You may give a good prognosis for the giddi¬ 
ness, but remember that the outlook for hearing 
is very grave. 

Occasionally one meets with cases of vertigo 
following an attack of influenza. I saw an example 
recently in a medical student. Hearing may be 
almost unaffected in the ear involved, or there 
may be any grade of labyrinthine deafness. The 
canal-function may be demonstrably impaired. The 
outlook for the vertigo is again a happy one, though 
the prognosis with regard to recovery of hearing 
should be very guarded. General treatment is all 
that is required in these cases. 

October gth, 1911. 
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NERVOUS AFFECTIONS OF 
TRAUMATIC ORIGIN.* 

3y SIR DAVID FERRIER, M.D., F.R.C.P. 


I wish to draw your attention to-day to some 
nervous affections which are apt to occur after 
injuries, apart from such as cause obvious lesion, 
as fracture, dislocation, or laceration of the brain 
or spinal cord, or peripheral nerves. 

One of the consequences of a physical or nervous 
shock, especially in neuropathic subjects, is a 
functional hemiplegia, which to some extent simu¬ 
lates hemiplegia of organic origin, but which can, 
by careful examination, be differentiated from it. 

As you are aware, organic hemiplegia is usually 
dependent on some hnemorrhagic, thrombotic, or 
gross lesion of the opposite cerebral hemisphere. 
In functional hemiplegia of traumatic origin, it is 
most common for the affection to occur on the 
same side as the injury. Thus, if there has been a 
blow to the left side of the head, the hemiplegia 
will probably occur on the same side. 

Functional hemiplegia may affect the arm and 
leg, as in the organic form, but as a rule the leg is 
more affected than the arm. This is unlike organic 
hemiplegia, in which the arm is more paralysed 
than the leg, and the distal segments of the limb 
more than the proximal. As a rule the face is 
unaffected, though sometimes there may be spasm 
of the face and tongue on the side of the paralysed 
limb, or on the opposite. 

In organic hemiplegia, when not altogether 
complete, or in process of recovery, the patient in 
walking circumducts his leg, and tends to scrape 
his toe on the ground owing to the paralysis of the 
dorsiflexors of the foot. 

In functional hemiplegia, on the other hand, the 
patient drags the leg like a piece of inanimate 
matter, and there is no greater power in the 
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proximal segments than in the distal. In organic j 
hemiplegia, sooner or later, late rigidity sets in, 
especially in the hand and arm ; but in functional 1 
hemiplegia a flaccid paralysis may exist indefinitely, 
or if contracture occurs at all it may set in quite 
suddenly, and pass off* in a similar manner, or 
alternate with the flaccid condition. 

In organic hemiplegia the deep reflexes are 
increased, the knee-jerk is exaggerated, and there 
is usually ankle clonus. In functional hemiplegia 
there is no similar rule. The deep reflexes may be 
exaggerated, normal, or even diminished. In some 
cases, however, an ankle clonus may develop, 
which is sometimes difficult to distinguish from 
that of organic origin. 

But the great distinguishing feature between 
organic and functional hemiplegia is the character 
of the plantar reflexes. In organic hemiplegia this 
is practically always of the extensor type, whereas 
in functional hemiplegia the plantar reflex is often 
absent, or, if it occurs at all, it is of the usual 
flexor type. 

Associated with the hemiplegia of motion there 
is generally also a more or less complete hemi- 
anaesthesia, both of special and general sensation on 
the affected side. The tactile, painful, thermal 
and so-called muscular sense, as well as that of the 
muco-cutaneous surfaces, may be impaired or 1 
abolished up to the middle line. Vision is also 
markedly affected. There is either blindness or 
amblyopia with dyschromatopsy and contraction 
of the visual field, more particularly on the I 
anaesthetic side, and to some extent also on the | 
opposite. Hearing, smell, and taste may also be I 
impaired or abolished on the anaesthetic side. A 
combination of this kind, namely, anaesthesia of 
general and special sensibility on one side, is 
always of functional or hysterical origin. 

Monoplegia .—More often, perhaps, as the result ! 
of injury we observe a monoplegia rather than a 
hemiplegia. The course of events is usually as 
follows: A person receives a blow on his arm. 
This, perhaps, at the time, is not thought much 
of, but after an interval, varying in different cases, 
the patient becomes convinced that he has received 
some serious injury, and believes that he cannot 
move his arm, and such is the natural result. 
Paralysis may be complete or incomplete* and may 
affect the limb as a whole, or only one segment. 
Thus the upper arm may be normal, while the lower 


arm and hand are quite powerless. Occasionally, 
this flaccid monoplegia may alternate with a spastic 
condition or contracture. There is, however, no 
indication of any damage to the peripheral nerves. 
There are no alterations of the faradic or galvanic 
contractility of the muscles. There is, however, 
an anaesthesia of a peculiar form and distribution, 
altogether unlike that which occurs from organic 
disease of the brain or lesion of the posterior spinal 
roots or peripheral nerves. The anaesthesia is of 
a segmental or geometrical distribution. Thus, if 
the whole arm is paralysed, the limit of the 
anaesthesia corresponds with the insertion of a 
sleeve in a coat—the so-called manchon anaesthesia. 
So, if the forearm is paralysed, the line of 
anaesthesia is a circular line above the elbow-joint, 
and similarly round the wrist if the hand is affected. 
If the leg is affected, the line of anaesthesia 
corresponds with the line of the groin and the ilium. 

These affections, though functional, are often 
i exceedingly intractable to treatment, and may con¬ 
tinue indefinitely. On the oilier hand, they are 
liable to disappear as suddenly as they came on 
under the influence of a sudden emotion, hypnotic 
suggestion, or some form of faith cure. It is 
cases like these that have been the stock-in-trade 
of all the miraculous cures at all times and in all 
parts of the world. 

Let us pass now to the consideration of another 
group of cases which are exceedingly common, 
and which have frequently been the subject of 
unedifying conflict of opinion in courts of law. 
From the special frequency of their occurrence 
after railway collisions, .they have been termed 
railway spine or Erichsen’s disease, so called from 
the fact that Erichsen was the first to draw special 
attention to their symptomatology and probable 
pathology. The symptoms of railway spine, how¬ 
ever, are not confined to railway injuries, but may 
be observed after injuries of any kind involving 
much emotional disturbance, and without any 
evidence of the spine having been specially injured. 

| The course of events is usually as follows : At the 
moment of the collision the individual may feel 
temporarily dazed or aware that he has been 
violently knocked about, but finding that he has 
no bones broken and that he can move his limbs, 
may succeed in extricating himself and in helping 
his less fortunate fellow-passengers. He is thank¬ 
ful that he has escaped serious injury, and may 
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be able to continue his journey to a considerable 
distance, apparently not greatly the worse. On | 
getting home, however, or after a varying interval, 
and on thinking over the risks which he has 
encountered, and especially if he suffers from 
pains in his back or limbs, such as might easily be 
accounted for by the concussion, he begins to 
think that he has suffered some serious injury, j 
He becomes emotional and excitable ; he is 
unable to do his work or concentrate his attention | 
on matters of business ; he complains of headache 
or sense of oppression in the head, impairment of 1 
vision, ringing in the ears, pains in the back and 
limbs, and various forms of hyperesthesia and 
paresthesia. The slightest exertion causes fatigue 
or intensifies the pains of which he complains. 
He suffers from sleeplessness, tremors, palpitations, ! 
and various forms of vaso-motor disturbances, 
impotence, etc. His condition is one of utter 
prostration and hypochondriacal depression. There 
are rarely any indications of organic damage to 
the nerve centres. The symptoms are for the 
most part purely subjective, or of an obviously func¬ 
tional type. The pains in the back Qf which the 
patient complains may in some cases be ascribed 
to actual concussion, muscular strain, etc., but for 
the most part they are such as are commonly met 
with in so-called spinal irritation or hysteria. 

These cases are often very intractable to treat¬ 
ment, and particularly, as is so frequently the case, 
when questions arise as to the amount of com¬ 
pensation which should be awarded. Under these 
circumstances there is naturally room for exaggera¬ 
tion, not to say simulation. It cannot, however, 
be denied that the condition into which other¬ 
wise strong and healthy individuals may be 

plunged by a railway collision, is a real one, 

even though no proof can be given of organic 
injury. It is best described as a state of 

nerve shock or traumatic neurasthenia, and the 

cause is not so much the physical as the psychical 
shock induced by the circumstances of the 
accident. It has been observed that those 
individuals who suffer from real organic damage, 
such as broken limbs, are less liable to suffer from 
this state of shock than those who appear to have 
escaped from all obvious mechanical injury. 
Persons asleep at the time of the accident have 
also for the most part escaped, though there are 
some cases on record in which this has not been so. 


At one time, and especially under the influ¬ 
ence of Erichsen’s teaching, these cases were 
spoken of as being due to “concussion of the 
spine,” and it was supposed that in consequence 
of some violent jar or vibration sustained in 
railway accidents, a degeneration was set up in the 
spinal cord of the nature of meningo-myelitis. No 
satisfactory proof, however, has ever been afforded 
that as a consequence of a mere jar of the body, 
apart from all direct injury to the vertebrae, the 
spinal cord can suffer either concussion or organic 
lesion. 

The conditions which favour concussion of the 
brain are not altogether applicable to the spinal 
cord. The brain fills the whole skull, and a 
severe blow on the skull is readily transmitted 
through the semi-fluid and incompressible brain- 
mass. A violent blow, therefore, may cause 
temporary functional disturbance of the brain 
without inducing any actual lesion, or, if the injury 
is more severe, may lead to capillary extravasation 
and contusion. 

The spinal cord, however, is, as it were, hung 
in the spinal canal ; the theca is separated from 
the walls of the vertebral canal by fat, connective 
tissi^, and venous plexuses; and the cord itself is 
suspended within the theca by the ligamentum 
denticulatum, and bathed in the cerebro-spinal 
fluid. It is thus to all appearance cushioned and 
protected against injuries which do not cause 
actual damage to the vertebrae. 

It is, however, possible for the spinal cord to be 
severely injured in the absence of fracture or 
permanent dislocation of the vertebrae. 

Injuries of this kind are apt to occur more 
particularly at the points where the vertebral 
column is specially flexible, as in the cervical 
region. Thus a fall on the head may cause 
momentary displacement of the cervical vertebrae 
and crushing of the cord, or haemorrhage into its 
substance or outside the theca. Injuries of this 
kind are the frequent origin of incurable para¬ 
plegia. Apart from fractures and dislocations, 
temporary or permanent, it is generally recognised 
by pathologists that severe injuries to the spine 
may set up myelitis at some more or less distant 
date from the infliction of the injury. I might 
refer to several cases of this kind on record. 

It has, however, been doubted whether, apart 
from obvious mechanical injury or lesion of the 
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membranes or blood-vessels, concussion of the , 
spine can produce organic lesion or degeneration 
of the spinal cord. 

On this point some interesting experiments have 
been made on animals by, among others, Schmaus 
and Bikeles. Schmaus’ experiments consisted in 
suspending animals (rabbits) in an upright posi¬ 
tion with a board attached along the spine. On ! 
this board, and without, therefore, direct injury 
to the vertebrae, repeated blows were struck with ! 
a hammer. As the result- of this procedure 
paralytic symptoms were developed in the hind . 
limbs. The almost uniform results w*ere degenera- i 
tions in the nerve-cells and axis cylinders, without 
any obvious haemorrhages or alterations in the 
blood-vessels. 

The experiments of Bikeles, however, led him j 
to believe that the primary changes were in the 
myelin sheaths. 

Apart from some differences of opinion as to j 
the primary seat, it would appear that the special 
nerve-elements of the spinal cord may receive 
damage apart from vascular lesions; and I might 
refer to a case recently reported in the * Lancet ’ 
(September 17th, 1910, p. 902), in which a blow 
from a bullet between the sixth and seventh 1 
cervical vertebrae caused complete softening of the 
spinal cord from the fourth to the sixth dorsal 
segment, without any injury having been inflicted 
on the spinal membranes. It is supposed that in 
such cases the result is due to the violent impact 
communicated to the cerebro spinal fluid. 

Cases of this kind are of importance in reference 
to the ultimate consequences of spinal injuries, and 
in reference to the development at a later date of 1 
some of the more common degenerative diseases i 
of the brain and spinal cord. j 

Such questions are not of infrequent occurrence I 
in medico legal investigations and responsibilities | 
under the Employers’ Liability Acts. They are | 
often extremely difficult to answer, and may well j 
be the subject of considerable conflict of opinion. 

Among the degenerative diseases to which I 
have referred may be mentioned locomotor ataxy, 
disseminated sclerosis, paralysis agitans, progressive 
muscular atrophy, etc. 

Unfortunately the exact pathogeny of many of 
these diseases is still obscure, and in proportion to 
our ignorance, the causes assigned are more or less | 
hypothetical and uncertain. 


As regards locomotor ataxy, however, though 
some pathologists still hold to the view that this 
may be altogether of traumatic origin, we may, at 
the present day, assert with confidence that, in the 
absence of syphilis, congenital or acquired, trauma 
by itself is altogether incapable of originating the 
disease. A true traumatic tabes does not exist. 
The Wassermann reaction, even in cases in which 
there is no other evidence of syphilis, is a very 
significant fact in this relation. 

It is undoubtedly the case, however, that tabes 
frequently develops after injury, and not infrequently 
the symptoms first exhibit themselves in the parts 
that have been specially injured. 

There is reason, therefore, for the belief that 
injuries, spinal and others, may hasten the develop¬ 
ment of a degeneration which otherwise might have 
remained latent for an indefinite period. 

Trauma, however, forms only a very small percent- 
age (5 per cent.) of the assigned causes of tabes, and 
the probability is that those who date their symptoms 
from the receipt of some injury would sooner or 
later, in the ordinary wear and tear of life, develop 
the disease quite independently. 

Similarly, in regard to the other forms of 
degeneration which have just been mentioned, 
when it is asserted that one or other of these 
diseases is due to injury, it is well to bear the 
following points in mind: First, ascertain, if 
possible, by careful inquiry whether the individual 
at the time of the receipt of the injury was in good 
health, and had none of the signs or symptoms of 
the disease which he attributes to the injury. 
Secondly, inquire as to the existence of syphilis, 
hereditary or acquired, or constitutional predisposi¬ 
tion to the disease in question, altogether apart from 
the injury. In reference to the latter point, the 
constitutional tendency will be rendered probable 
if the disease affects other members of the same 
family, or if it manifests itself commonly at a 
certain period of life, altogether independent of 
traumatic influence. 

This is undoubtedly the case with disseminated 
sclerosis. It occurs most frequently between the 
second and third decades of life, and therefore its 
occurrence at this age after injury is only what one 
would expect, independently of external causes. 

Thirdly, inquiry should be made as to the time 
that has elapsed between the receipt of the injury 
and the development of the symptoms. This 
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must not be of indefinite extent, as almost every¬ 
one has received some injury on the head or back j 
at some period of his life. Nor must the interval j 
be too short, as otherwise the probability is that the ! 
disease was already present. If, however, only ! 
weeks or months have elapsed between the receipt 
of the injury and the commencement of the 
symptoms, there is greater probability of some 
causal relationship between the two. I 

Fourthly, inquire as to the exact seat and severity 
of the injury, for it is improbable that an injury 
which has not specially affected the spine can 
excite local degeneration in the cord. I 

When all these points have been considered, the 
facts on record seem to point to the conclusion 
that mechanical injuries, especially severe concus- J 
sion of the spine, may light up constitutional 
diseases which otherwise might have remained 
latent for an indefinite period, as well as intensify 
disease already existing.* 

Syphilis and Scarlet Fever.— Silvestri has 
been impressed with the way in which a pre-exist- 
ing syphilis modifies certain other diseases and 
affords a favourable soil for the development of 
tuberculosis, which runs a grave course as a rule in 
syphilitics. In three recent cases of syphilis in his 
practice intercurrent typhoid had a particularly 
rapid and malignant course, as also pneumonia and 
erysipelas in other syphilitics. On the other hand, 
the syphilis has been favourably modified by an 
intercurrent scarlet fever in three of his cases, 
which he reports in detail. In the first a child 
with severe manifestations of inherited syphilis 
began to thrive, and has been in comparative health 
since, after an attack of scarlet fever at the age of 
four ; the same was also observed in another syphi¬ 
litic child. In his third case, a man of forty-five 
had long been suffering from severe manifestations 
in the third phase of syphilis, including disturbances 
suggesting gastric ulcer. An intercurrent scarlet 
fever transformed conditions so that after recovery 
from the latter there were no further disturbances 
from the syphilis, even the Wassermann reaction 
having become negative. The intercurrent infection 
seems to paralyse, if it does not destroy, the still 
existent spirochetes. —Journ. A.Af.A., vol. lvii, No. 
14. 

* A lecture delivered at the Polyclinic, November 7th, 1910. 


TWO LECTURES 

ON 

ARTHRITIS DEFORMANS. 

Delivered at the Polyclinic. 

By A. H. TUBBY, M.S., F.R.C.S., 

Surgeon to Westminster Hospital, and to the Royal 
National Orthopaedic Hospital. 

Lecture II. 

Gentlemen,— To-day we continue the subject 
of arthritis deformans. On a former occasion we 
went into the history and pathology and touched 
upon the treatment. As some of you were not 
present then, let us run over a few points empha¬ 
sised in the previous lecture. Under the term 
“ arthritis deformans,” otherwise known as “ rheu¬ 
matic gout” or “rheumatoid arthritis,” several 
phases of disease are included. It appears that 
we may reduce them to two: one, hypertrophic 
arthritis, usually known as “ osteo-arthritis ”; and 
the other, atrophic arthritis, generally called 
“rheumatoid arthritis.” We passed on to speak 
of various points of distinction, and the fact 
was insisted upon that, in hypertrophic arthritis, 
the condition is one which is hypertrophic so far 
as the bones themselves are concerned, but there 
is not a great deal of swelling in the soft tissues 
around the joint; whereas, with regard to atrophic 
arthritis, the term “atrophic” applies to the bones 
and cartilage and not to the soft tissues, as in 
atrophic arthritis there is much swelling of the 
latter. In discussing the surgery of these affections 
it is necessary to keep these points clearly in mind. 
And it was further pointed out that there is a 
peculiarity of the shape of the joints in both 
affections. In hypertrophic arthritis the joints are 
more circular in outline, whereas in the atrophic 
form the affected parts are fusiform. The patho¬ 
logy of the affection was discussed, and it was 
shown that the affections were of a degenerative 
rather than inflammatory nature. We considered 
also the pathogeny of atrophic arthritis, and the 
opinion was expressed that it is dependent, as a 
rule, on auto-toxaemia. Then, we spoke of certain 
local means of treatment, and particularly of 
physical measures, such as the employment of 
electricity in its various forms, the static current, 
the high-tension current, the effects of the static 
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wave, and of the high candle-power lamp, ionisa¬ 
tion, and cataphoresis. 

Now, with regard to the surgical treatment of 
these distressing affections, we must realise that 
the processes are primarily degenerative, and 
that, if inflammatory signs are present, they are 
secondary. The first question to be considered is 
that of local rest. It is a cardinal principle that 
in neither types of arthritis deformans are the 
joints to be continuously rested on splints. If, 
however, you are obliged, because of heat, pain 
and tenderness of the joint to place a limb thus, 
it is essential once in every twenty-four hours, at 
least, to take off the splint and move the joint 
gently and passively, whilst at the same time you 
apply such local remedies as are necessary. In¬ 
stead of a splint, it is as a rule far better to give 
support to the joint which should be of an elastic 
character. This can be effected by a Martin’s 
bandage applied oyer cotton-wool, or a Geneva 
crepe bandage, preferably the latter. Whilst the 
Martin’s bandage gives good elastic pressure on 
the joint, yet in the case of the knee it is apt to 
set up congestion of the leg, and is not satisfactory 
so far as the veins are concerned. However, in 
some of these cases Bier’s congestion treatment 
has been very effectual. 

Let us now deal with the surgical treatment of 
hypertrophic arthritis . At first sight there is no 
affection which appears to be so little amenable to 
surgery as this form of joint disease. The objects 
of surgical treatment in this condition are the 
prevention of deformity and the amelioration of 
the disease. This affection is characterised, if left 
alone, by steadily increasing deformity, and it must 
be our object to prevent that. Let me give you 
one or two examples. In both atrophic and 
hypertrophic arthritis there is a considerable degree 
of ulnar deviation of the hand, which renders the 
hand less useful. Any increase of deformity ought 
to be prevented, and if present it should be 
diminished. This can be done by using a malle¬ 
able iron splint placed on the forearm at night, 
which will arrest the dropping of the hand to the 
ulnar side and even lessen the deviation. Con¬ 
traction of the fingers is very common in these 
affections, and you should not allow the digits to 
become useless; but, by gentle movements and by 
the other remedial measures, which I described in 
the first lecture, you should keep them supple 


and capable of being straightened, so that their 
use is retained. And, fo take another example of 
deformity, the deformities which occur about the 
knee-joint are particularly distressing, because they 
prevent that comparatively easy locomotion which 
is so essential to the welfare of these patients. It 
cannot be otherwise than a cause of reproach to 
both physicians and surgeons if it is found that the 
knee-joint is undergoing steady contraction and is 
useless. Therefore, everything must be done to 
prevent such deformity. I think too little heed 
has been given to this matter of prevention, our 
attention having been mostly fixed on remedial 
treatment. 

In considering the surgical measures which are 
available, you should bear in mind the type of 
patient you are treating. As a rule he is either 
actually senile or prematurely so, he often has 
arterial sclerosis, there may be albumen or sugar 
in the urine, and in many cases the digestion is 
feeble or disordered, whilst the circulation is 
decidedly impaired. Therefore, before you embark 
upon any surgical procedures, you should make a 
careful examination of the patient and see whether 
he is a suitable patient for operative interference. 
Many cases yoii will exclude at once, because you 
feel that to operate upon them would invite 
disaster. The object of surgical treatment is often 
to remove the disability rather than to attempt a 
cure. I may be permitted to give you an example 
of my procedure with regard to some cases of 
osteo-arthritis at the hip. It is one which I have 
gradually adopted, and have found it, on the 
whole, very successful. If such a patient presents 
himself, the first thing to do is to have an X-ray 
photograph taken. What you require in these 
cases is carefully to distinguish the elements of 
the deformity which is before you. You must 
differentiate the intra-articular from the extra- 
articular elements of distorsion. If a series of 
X-ray pictures are taken, you will find that in some 
cases, although very marked symptoms are present, 
yet there are very slight articular lesions. On the 
other hand, the X-ray picture may reveal a large 
amount of destruction in the joint, with formation 
of osteophytes and displacement of parts, so that 
surgery may be of very little avail. The skia¬ 
grams must be taken stereoscopically, for an X-ray 
picture, taken on the flat, is of very little value 
in elucidating joint-troubles. When a patient 
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comes with a stiff and painful hip-joint, and when 
you attempt to move it you find that the move¬ 
ments are practically lost in every direction, then j 
you ask yourself is the trouble due to intra- or 
to extra-articular causes or both ? The earliest 
information is afforded by the X rays. The next 
items of information are obtained by placing j 
the patient under an anaesthetic. All reflex spasm 
in the muscles will disappear, and a joint which 
appeared to be stiff is found to have some move¬ 
ment in it. If the skiagram does not reveal 
marked intra-articular changes you may then infer j 
that much of the stiffness which remains is due 
to contraction and shortening of muscles and 
ligaments. At the hip you find, as a clinical 
fact, that the muscles which contract first are the 
adductors, then the abductors, and subsequently the 
flexors. Therefore, if in such an example movements 
are found to be limited under the anaesthetic the con¬ 
tracted bands are divided, either, preferably, through 
an open incision, or less often subcutaneously. 
This applies more particularly to the adductors 
of the thigh. The abductors and those muscles 
arising from the anterior superior spine are severed 
subcutaneously, and as to the deeper muscles, they 
are not subjected to tenotomy at all. If there is 
contraction of the flexors of the hip it is not 
advisable to make a large open wound and divide 
them, but it is better to place the patient in bed j 
and put the limb on an arrangement which | 
Professor Howard Marsh was the first to employ | 
in contracted hips, arising from tuberculous hip- I 
joint disease. The patient's limb is put on an ! 
inclined plane; the leg is raised, until the lordosis 
has disappeared. When the lumbar spine is flat 
on the bed you know that the limb is in its true ! 

y . 1 

position of flexion. The weights are then applied. 
The point about the procedure is this : the line of 
pull should correspond with that of the contracted 
thigh. The result is a reduction of lordosis and a 
lessening of the psoas spasm, owing to distraction 
of the surfaces of the hip-joint. As the spasm 
subsides, you may lessen the inclination of the 
plane, until finally the hip, which was flexed many 
degrees, is capable of being placed parallel to and 
alongside of its fellow, without any lordosis what¬ 
ever. However, the joint must not be allowed to 
remain continuously at rest. Once a day the limb 
is gently moved, so as to obviate the possibility of 
ankylosis. When pain is no longer felt in the 


joint, and when the limb can be placed parallel 
with its fellow, we proceed further, and put the 
patient on his legs. I ask you to bear in mind an 
important point in the local surgical treatment of 
these cases. In hypertrophic and atrophic arthritis 
we wish to obtain increased movement without 
intra-articular “pressure. The principle is exceed¬ 
ingly simple, but it has not been employed widely 
in connection ivith these affections. In order to do 
so I carry out the following arrangements: The 
patient is allowed to get up and the ordinary 
Thomas’s caliper knee-splint is used. It terminates 
above in the usual ring, which is thickened on 
I the inner side so as to form a crutch, which 
presses against the tuber ischii, and is of consider- 
l able use now and subsequently. In the uprights of 
the instrument there are placed elongation-racks, 
and by their means extension is applied, whilst the 
| ischial crutch acts as a counter-extension, so that 
all intra-articular pressure at the hip is relieved 
when the patient walks. Thus, he is able to use 
the joint without bearing the body-weight upon it. 
j As time goes on, the degree and range of move¬ 
ment of the joint increase and pain decreases. 
These are sure signs that your treatment is satis¬ 
factory so far; the crutches are now dispensed with. 
General and local remedial measures are not 
neglected, and should be conscientiously employed. 
Let me tell you of some results of this treatment 
in cases under my care. A man, aet. 53 years, who 
had been a record athlete in his time—he was 
amateur golf and tennis champion and a first-class 
shot—came to me with a hip-joint stiff from arthritis 
deformans, and he was in great pain. I carried out 
the treatment which I have described to you, and 
when I last saw him he had 40° of flexion, nearly 
full abduction, and about 30° of adduction at the 
hip. He could stand, salmon-fishing, most of the 
day, and go about from place to place. On 
the last occasion he wrote to me, he stated that he 
had walked five miles in a day. Another patient 
who was in a similar condition recovered so far as 
to be able to shoot during a good part of the day, 
wearing his splint. These results are not, of 
course, brilliant, but they may be described as 
satisfactory. By proceeding along tfie right lines, 
then, you may bring about disappearance of pain 
and of deformity, make the patient more comfort¬ 
able, and enable him to resume his occupation. 

Now, as to the question of “open” operations 
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on the joints, I should not shrink if it were found 
that the urine was healthy, the circulation fair, 
the nutrition good, the patient not too senile, and 
if it were clear that the necessity for the operation 
more than balanced the slight risk, which must be 
incurred. There are some local conditions, where 
operation is distinctly justified. If, on examination, 
it is ascertained that the difficulty in moving the 
joint is due not so much to contraction as it is to the 
presence of one or two osteophytes which are easily 
accessible—and it is these osteophytes which give 
rise to the great pain and disability—I maintain 
that you are justified in performing arthrotomy and 
chiselling them off. Secondly, if a patient has a 
knfee-joint distended with fluid in which loose bodies 
are floating about, and it seems that they help to 
perpetuate the fluid, an incision should be made into 
that joint and the foreign bodies removed. Thirdly, 
if you have evidence that a certain amount of, or 
all, that distressing pain which occurs in the hip- 
joint in these cases is due to pressure of a bony 
outgrowth, it is right to advise operation, if the 
general condition is good. Two cases may be 
mentioned. In both there was a large osteophytic 
growth from the posterior surface of the neck of 
femur, as was clearly shown in the skiagrams. It 
caused great pain on sitting, because of pressure on 
the sciatic nerve. In both cases the outgrowth 
was accessible,* and could have been removed. 
There are also certain cases of hypertrophic 
arthritis of the hip in which, despite every form of 
treatment, the patient is in intolerable pain and his 
life is miserable. Though you may try everything 
of a palliative nature, yet the results are not satis¬ 
factory. Therefore you must consider whether it 
is advisable or not to excise the joint. On the 
whole, I think there are circumstances which 
justify even so radical an operation as this. 
Dr. Albee, of New York, has attacked this con¬ 
dition, and operated with the object of securing 
ankylosis. He makes a shelf in the upper half of 
the acetabulum, and cuts off the upper hemisphere 
of the head of the femur so as to make a close fit. 
In this way adequate support for walking is given, 
and firm bony ankylosis follows. One word more 
as to passive movements in hypertrophic arthritis. 
If you undertake them with the object of breaking 
down obstructions caused by osteophytes and by 
partially ossified ligaments, the results are disas¬ 
trous. As a broad rule, both in hypertrophic and 


in atrophic arthritis, forcible movements, requiring 
any degree of violence, are destructive and harmful. 
If passive movements are made at all, they must be 
very gentle, for they will be invariably followed by a 
certain amount of reaction, and in proportion to 
the degree of reaction it will depend whether you 
make that joint worse or not. Any movement, 
made under an anaesthetic, should be frequently 
repeated, and be gentle rather than forcible. 

We now pass on to consider the surgery of 
atrophic arthritis . In this disease there are atrophy 
and weakening of bone and hypertrophy of the soft 
tissues. These are factors which influence treat¬ 
ment considerably. The patient, however, is 
younger and better able to bear surgical interference, 
and as a whole the prognosis is distinctly better 
than in the hypertrophic form. We may ask what 
are the objects of surgical treatment? They are, 
first, to prevent deformity, and, if deformity is 
already present, to correct it. Secondly, to remove 
the products of the disease from the joint, viz. 
hypertrophied villi, thickened synovial membrane, 
enlarged synovial pads, and fluid. It is found that 
arthrotomy gives rise, not only to an improvement 
in the joint itself, but also that there is an ameliora¬ 
tion of the state of other involved joints. The 
removal of fluid from any one of the affected joints 
seems to have the effect of lessening the virulence of 
the disease elsewhere in the body. In arthritis of 
the atrophic variety there is much more affection 
of the soft tissues than in hypertrophic arthritis, 
that is to say, if there are deformities present, they 
are more likely to be due to contraction of the 
extra-articular tissues than to changes in the joint 
itself. Therefore, in the correction of deformity 
patients often obtain relief by division of tendons 
and muscles. As regards passive movements in 
these atrophic joints, after correction of the 
deformity, the rules are: Do not make passive 
movements with any vigour, if there is fluid present 
in the joint, if the skin over the joint is at all hot 
or tender, and if there is present what I described 
last time as fine silky crepitus, indicating an acute 
stage of the disease. You should wait until the 
fluid has subsided, and until the coarse cracklings 
appear, which show that the disease is less acute, 
and until there is no heat. And, if you do employ 
passive movements, they must be quite gentle. I 
will illustrate what I mean by an example of the 
results of violent movements. You are aware that 
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contraction often occurs at the knee-joint. I have 
seen the results of forcible attempts to reduce the 
deformity, without division of the structures in the 
popliteal space, as a preliminary measure. Subluxa¬ 
tion backwards of the tibia followed, and the only 
course left was excision of the knee, which the 
patient was too ill to bear. 

Another result of unskilled forcible movement 
demands attention. The bones in these cases, 
being atrophic, are very much weakened, the 
compact tissue is thin, and the cancellous tissue 
very discrete, so that vigorous movements may, 
and sometimes do, result in fractures. 

As to the actual operative measures, first, there 
is aspiration. Given a joint, full of fluid and 
painful, it is advisable to aspirate and withdraw 
the effusion. In many cases it does not re-form, 
or only after an interval. If it does not, the 
relaxed ligaments regain their tension, and the 
joint becomes temporarily and sometimes per¬ 
manently useful. If aspiration fails, we are right 
to resort to simple arthrotomy. Before doing so 
we ought to remember what are the functions of 
the particular joint and how will any incisions which 
you may make interfere with the after-use of the 
joint? Let us take for example the knee-joint. 
Here I usually make a semi-lunar incision in front, 
keeping low down, and divide the ligamentum 
patellae or turn up the tubercle of the tibia. Such 
an incision provides for the escape of fluid, and 
it gives a wide view of the interior of the joint; 
it enables us to ascertain its condition and 
to wash it out thoroughly, and the joint is quite 
useful afterwards. In atrophic arthritis what is the 
condition of the interior of the affected joint? 
Often, there will be hypertrophied villi of the 
synovial membrane, thickened fringes, and enlarged 
infra-patellar pads of sub-synovial tissue. The 
latter are often extremely sensitive, and remain so 
for a long time after active disease has subsided. 
I have removed several of them, and in each case 
the result has been gratifying. When you inspect 
the inside of the joint, it is clinical experience alone 
which will teach you how much you may remove 
and how far you can go. I can only give you one or 
two guiding principles. It is advisable to interfere 
as little as possible with the actual articular surfaces, 
but rather to remove the abnormal structures round 
the edges. Then, if you are excising hypertrophied 
synovial membrane or fibrous tissue, always try 


to avoid making two raw surfaces opposite each 
other. There is great rick of adhesions from 
the contact of two raw surfaces, either of soft 
tissue or of bone. On one of the joint surfaces 
the bone may be bared, but if the cartilage 
is left intact on the other bony ankylosis never 
follows, merely soft fibrous union. This is the 
principle we employ in excision of the head of the 
first metatarsal bone, and movement in the joint 
always follows. The same principles apply to 
synovial membrane. Though I say do not as a 
rule interfere widely with the articular surfaces, yet 
I have done so in two cases in which the synovial 
membrane and articular cartilages of the knee-joint 
were studded with warty growths. I removed 
them freely, and the result was excellent, as 6o° of 
movement followed. 

As to treatment after arthrotomy, the main point 
is, do not keep the joint absolutely immobile on 
splints. It is advisable in many cases to do 
without them, and simply bandage the joint 
firmly. The secret of success in these cases lies 
in the fact'that passive and active movements must 
be commenced very early, at the end of the first 
week. And, by the end of the second week the 
patient must actively move the joint himself. You 
will probably find there is some stiffness at first, 
but it is astonishing how soon such a joint becomes 
more free in movement, and the adhesions gradually 
yield. Then, too, massage and other adjuncts to 
treatment will be employed. Once the hyper¬ 
trophied villi and thickened synovial membrane 
are removed, there will be no further trouble 
because, as Painter says, scar-tissue does not lend 
itself to re-formation of synovial villi; and this 
remark expresses very succinctly the rationale of 
arthrotomy of joints for arthritis deformans. In some 
cases, neglected cases of atrophic arthritis, you will 
find more or less permanent’ankylosis. Ankylosis 
is serious enough in the arm, but the effects of 
ankylosis in a faulty position in the lower extremity 
may be much worse. If there is bony ankylosis 
of the knee-joint with deformity you will consider 
whether you are justified in excising the joint. 
Other things being equal I think you are, because 
a straight leg is infinitely preferable to a bent and 
deformed one. I have performed excision of the 
knee-joint under these circumstances,, but care must 
be exercised in choosing the right kind of patient, 
as they are often much out of health. The results 
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were satisfactory. In passing, it may be remarked 
that the amount of oozing from the bone is often 
very great, so much so as to cause considerable 
anxiety. 

Arthritis often affects a most important joint— 
the temporo-maxillary. The disease is seen here 
more often in women than in men, and causes 
great distress by the constant crackling and pain, 
and is altogether very troublesome. It may .pass 
on to ankylosis, and then becomes very serious. 
I he results of excision of the condyle for ankylosis 
in that condition are not satisfactory. Bone-tissue 
re-forms and the ankylosis reappears, but Huguier, 
of Paris, and others have shown that a nearthrosis 
through the vertical ramus of the inferior maxilla 
may be made, if muscle is interposed, and eventually 
a good moveable joint is formed. 

Much good, then, may be effected by surgical 
measures, carefully selected and discriminatingly 
used, in patients affected by these painful and 
crippling forms of arthritis deformans. 

October 1 6th, 1911. 


Pelvic Tuberculosis in Women.— Neu has 

been able to re-examine seventy-seven women who 
had been under treatment for genital or peritoneal 
tuberculosis at the Heidelberg clinic between 1902 
and November, 1910. Of the fifty-five given 
operative treatment, 75 per cent, were living and 
52 per cent, of the twenty-one treated by conserva¬ 
tive measures. On account of the uncertainty of 
the diagnosis and prognosis of tuberculous pro- \ 
cesses in the peritoneum and genital organs opera- 1 
tive treatment is indicated, he thinks, if there are j 
no advanced tuberculous lesions elsewhere, particu¬ 
larly in the lungs. The operation should be as 
radical as possible, including, in case the genital 
organs are involved, removal of the uterus, both 
tubes, and the ovary affected. In the inoperable 
cases the conservative measures then indicated 
should include Rontgen therapy. A course of 
sanatorium treatment before or after operative 
treatment is extremely desirable. Neu protests 
against exploratory puncture, advocating rather an 
exploratory incision. He warns further against the 
dangers of diagnostic tuberculin tests. The re¬ 
action is liable to be far from harmless; he has 
witnessed cases in which the diagnostic injection 
of tuberculin seemed to start the process to a pro¬ 
gressive course.— -Journ. A.Af.A., vol. lvii, No. 14. 
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ON 

RECENT ADVANCES IN THE 
STUDY OF PULMONARY 
TUBERCULOSIS. 
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Assistant Physician, London Hospital. 

LECTURE II. 

SOME AIDS TO THE DIAGNOSIS OF 
PULMONARY TUBERCULOSIS. 


To-day I propose to discuss some of the aids to 
the diagnosis of pulmonary tuberculosis which 
recent scientific developments have placed at our 
disposal. At the outset, however, I wish to 
emphasise most clearly that these aids in no w r ise 
replace the older clinical methods, and that, taken 
by themselves, they seldom have much value in 
determining the correct course of treatment, which 
is, of course, the ultimate aim of the physician. 

These aids should be used to confirm and 
amplify the results of clinical investigation, and 
if used thus it is difficult to over-estimate their 
value. 

In the first place, then, I would have you 
remember that it is of primary importance, before 
deciding upon the course of action in a case of pul¬ 
monary tuberculosis, to investigate fully the patient's 
symptoms, the history of past illnesses, his heredity, 
the causes contributing to his breakdown, and to 
make a complete examination, not only of the 
lungs and heart, but also of the other viscera, and 
to estimate the degree of constitutional disturbance 
that may be present. 

The history-taking is laborious, but may be 
accomplished by anyone who will take the trouble 
to follow any of the excellent schemes to be found 
in the text-books. 

It is often of extreme importance in establishing 
a difficult diagnosis, and it is seldom that a correct 
plan of treatment can be devised until it has been 
done. 

The physical examination is also laborious and 
extremely difficult: it is only by long experience 
that you can attain to any certainty in the seeing, 
feeling and hearing the minor indications of 
disease. 
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It is not my purpose to-day to discuss the 
methods of physical examination. I propose to 
discuss certain procedures which help the inter¬ 
pretation of the results obtained by these methods, 
but in no wise replace them or diminish the 
necessity for their careful study. 

The first aid to diagnosis which I propose to 
discuss is that afforded by radiography. Some¬ 
what extravagant claims have been urged in favour 
of this method of investigation, and some enthusiasts 
have stated that it is often possible to detect by it 
pulmonary tuberculosis before it can be recognised 
by ordinary physical examination. 

I may say at once that my own experience is in 
accord with most of those who are well qualified 
to express an opinion upon the subject. I believe 
that it is extremely seldom that the X rays can 
give evidence of pulmonary tuberculosis when 
careful physical examination by a skilled observer 
has failed to discpver any signs. 

For the detection of slight degrees of pulmonary 
tuberculosis by the X rays the points to which 
attention should be paid are: 

(1) The comparative translucency of the apices. 

(2) Unequal increase in translucency of the two 
apices in deep inspiration. 

(3) Restriction in the movement of the diaphragm 
on one side. 

(4) Mottled shadows at one apex in negatives 
obtained by a short exposure. 

Expedience has shown that these evidences of 
disease are often absent in the earlier stages of 
pulmonary tuberculosis, and in fact may not be 
present even when the disease has affected a 
considerable area of lung. Moreover they may 
result from conditions other than pulmonary 
tuberculosis. 

The use of the X rays, however, is of the very 
greatest value to confirm the observations made by 
other methods, and in some of the complications 
of pulmonary tuberculosis they may afford the 
most useful information. Examination with the 
fluorescent screen is often most helpful in 
determining the position of the heart and any 
abnormalities in the respiratory movements. 

Recent developments in the direction of short¬ 
ened exposures have rendered possible radiography 
of the chest while it is motionless, and stereoscopic 
radiographs can be taken. For the investigation 
of mediastinal growths, aneurysms, pleural 


| effusions, and cases of pneumothorax, these 
developments are most important. Unfortunately 
for diagnostic purposes, radiography has several 
disadvantages. For satisfactory observations it is 
necessary to have elaborate and expensive apparatus 
which cannot be taken to the patient's bedside. 
Moreover, for the investigations it is necessary to 
have a staff highly skilled in technique, and an 
expert in the reading of radiograms and the inter¬ 
pretation of what is seen on the fluorescent screen. 

I pass now to the methods of examination of the 
excreta of tuberculous patients with a view to 
| discovery of the tubercle bacillus. 

The oldest and most important method is that 
’ of Ziehl-Neelsen: I need not give the details ; 
| they should be familiar to every practitioner. There 
are, of course, certain fallacies, but with adequate 
care they are not very important. 

| Other acid-fast bacilli are: The smegma bacillus, 

| Bacillus lepra y certain varities of streptothrix, 
Timothy grass bacillus of Moller, mist bacillus, 
butter bacillus of Petri and Rabinowitsch. 

The smegma bacillus parts with its stain to 
alcohol, and if it is possible that it may be present 
in the specimen under examination it is wise to 
j treat it with 70 per cent, alcohol for a few seconds 
! after the decolorisation with acid. The other 
organisms are not likely to be present in the 
material to be examined. 

i 

If acid-fast bacilli, looking like tubercle bacilli, 

. have been found in material obtained from a 
patient where clinical examination has suggested 
tuberculous infection, the diagnosis may be con- 
^ sidered certain. 

. If acid-fast bacilli are not found on one or two 
j examinations it does not follow that the disease is 
not tuberculous. 1 have known successful exami- 
! nation of the sputum delayed until the sixteenth 
j attempt, and there are some undoubted cases of 
chronic pulmonary tuberculosis in which the bacilli 
| have never been demonstrated in the sputum. 

■ It is not, of course, until a case has become “ open,” 

! /. e . the caseous deposit has softened and begun to 
be discharged into the bronchi that we expect to 
find tubercle bacilli in the sputum. 

If tubercle bacilli are present • they are more 
likely to be found in the sputum that has collected 
during sleep; consequently the routine exami¬ 
nation should be made of the first phlegm 
| expectorated on waking in the morning. 
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If not found on repeated examinations in ! 
suspected cases, other methods should be adopted. 

Our routine at Brompton is to have the sputum 
examined by the Ziehl-Neelsen method on three 
occasions; if no tubercle bacilli are found a con¬ 
siderable quantity of the sputum, say all that has 
been expectorated in twenty-four hours, is examined 
by the antiformin method. 

Antiformin is a solution of sodium hypochlorite 
and sodium hydrate, somewhat closely resembling 
liquor sod?echlorinatceof the British Pharmacopoeia. 
Equal quantities of sputum and 15 per cent, 
antiformin are shaken together. The alkali dis¬ 
solves the mucus, and the chlorine destroys all 
micro-organisms except the fat-covered tubercle 
bacilli. The mixture is centrifugalised, the deposit 
removed and washed with saline and centrifugalised 
again. Films are then made from the deposit, and 
examined by the Ziehl-Neelsen method. By this 
method all the tubercle bacilli present in the 
sputum are collected together, and the microscopic 
searching is simplified. The method is fairly 
simple, and has often proved successful when the 
ordinary Ziehl-Neelsen method has failed. Other 
methods have been tried, but have not proved so 
satisfactory in the working; One of the others is 
known as the Ligroin method. The sputum is 
shaken up with caustic soda solution, and then 
ligroin, a paraffin akin to petrol, is added, and the 
mixture shaken. On standing, the tubercle bacilli 
collect at the line of junction of the sputum 
solution and the ligroin. 

If the examination of the sputum has not 
revealed tubercle bacilli and further investigation 
is desired, the faeces may be treated by the anti¬ 
formin process. 

To test the value of the method Dr. Inman 
examined the faeces of twenty-six adult tuber¬ 
culous patients ; eighteen had tubercle bacilli in the 
sputum, and of these sixteen had tubercle bacilli 
in the faeces. Of eight cases without tubercle 
bacilli in the sputum one had tubercle bacilli in 
the fasces. 

The method is particularly applicable in the 
case of children with open pulmonary tuberculosis 
who do not expectorate. Dr. Inman found 
tubercle bacilli in the faeces once out of .seven 
examinations. 

The account of Dr. Inman’s investigations may be 
found in the ‘Brompton Hospital Reports’ for 1910. 
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When absolute certainty with regard to the 
nature of the bacillus is desired it is necessary to 
cultivate it and to inoculate it into animals. 

The bacilli have been separated from the 
sputum by the antiformin method and cultivated 
on Dorset’s egg medium, but the most satisfactory 
method is the isolation by Twort’s ericolin solution 
Ericolin is a glucoside which inhibits the growth 
of all organisms except the tubercle bacillus. 

In the Midhurst reports for 1910 it is stated 
that tubercle bacilli were isolated from the sputum 
in forty-three cases for the purpose of determining 
whether they were of the human or bovine type : 
the ericolin method was used thirty-four times, the 
antiformin method nine times. 

Such investigation can only be carried out by 
skilled bacteriologists in a laboratory, and cannot 
be considered to be a clinical method. 

The examination of pus, urine and pleural 
exudates for tubercle bacilli may, be conducted on 
somewhat, similar lines with special modifications 
according to necessity. 

In the case of pleural effusions Jousset’s 
method is also employed; the fluid is allowed to 
clot, the clot is then digested with pepsin and 
HC 1 , and the resultant solution centrifugalised. 
The deposit thus obtained is examined by the 
Ziehl-Neelsen method. 

I am not satisfied as to the value of this method. 
I have known three cases in which acid-fast bacilli 
were thus demonstrated, though at a su&equent 
autopsy sarcoma alone was found on naked-eye 
examination, apparently causing the effusion. 

In exudates containing but little albumen, such 
as cerebro spinal fluid, the addition -of absolute 
alcohol, or even 5 per cent, phenol, carries down a 
precipitate which entangles the tubercle bacilli. 
This precipitate may be removed by the centri¬ 
fuge and examined. I have found tubercle bacilli 
in cerebro spinal fluid several times by this method. 

The examination of pathological exudates is not 
complete until the nature of the^ cells present is 
known. It is usually held that an excess of 
lymphocytes in pleural effusion or in cerebro¬ 
spinal fluid suggests a tuberculous orign. As a 
rule I think that this is true, but undoubtedly 
exceptions occur. 

Recently there was in Currie Ward a man with 
a chronic pleural effusion, the cells of which were 
chiefly lymphocytes. We could find no confirmatory 
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evidence of tuberculosis, and as time progressed he ] 
developed secondary masses in various parts of the 
body which were almost certainly sarcomatous. 

We were unable to obtain leave for an autopsy, 
so that we could not absolutely exclude the 
possibility of tuberculous infection. 

In tabes and general paralysis of the insane, as 
is well known, the chief cells of the cerebro-spinal 
fluid are lymphocytes, and these conditions are 
not usually associated with tuberculosis. 

The importance of the cytological examination j 
increases when it is considered in the light of other 
clinical investigations. 

I will now pass to the evidences of tuberculosis i 
obtained by observing the nature of the response I 
to artificially applied tuberculo-toxins. | 

An individual infected by tuberculosis develops ! 
a certain power of response to the poisons of the j 
tubercle bacillus; this response is of the nature of ! 
an inflammation, and theoretically, it may be 
explained as indicating that a specific protective 
mechanism has been established as a result of the 
infection. This theory is not fully established, and 
it is possible to explain the phenomena on the 
supposition that when there is a general intoxica¬ 
tion with tuberculo-toxins the margin of toleration 
of an additional dose is much diminished. 

At present we are more concerned with the 
practice than the theory. 

The tests which I propose to discuss now are the 
various forms of response to Koch’s old tuberculin 
applied in various ways. 

You will remember that old tuberculin is a 
solution prepared with the aid of heat of the endo- , 
and exo-toxins of the tubercle bacillus in glycerine 
broth to which *5 per cent, phenol has been added. 
The subcutaneous injection of tuberculin for 
diagnostic purposes Has passed beyond the merely j 
experimental stage, and is of recognised value in I 
doubtful cases. j 

It must be remembered that the test merely 
shows that there has been tuberculous infection 
somewhere in the body, and that it does not 
necessarily indicate activity of the lesion. More¬ 
over, it is dangerous if there be fever or advanced 
disease, and its indications are obscured if there 
are secondary infections. Combined with the 1 
ordinary methods of clinical examination the value 
of the test is immensely increased. 

The method is as follows: Koch’s old tuberculin j 
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of standard strength is employed. That prepared 
by Meister, Lucius and Briining fulfils the necessary 
requirements. 

The dose was formerly measured in milligrammes. 
Seeing that tuberculin is a fluid this measurement 
has been abandoned, and if the term milligramme 
is employed, TZ) l ()(7 c.c. is intended. 

The doses usually employed for diagnostic pur¬ 


poses are : 


for children 


Old 

nomenclature. 

to mgr m - 


L for adults 


The tuberculin is usually diluted with 5 per cent, 
phenol : 

Dilution No. 1 is a 10 % solution 

>1 >> 2 ,, I /o •? 

„ „ 3 „ -I % or I per 1000. 

„ „ 4 „ *oi% „ or 1 per 10,000. 

No 3. dilution is the simplest to work with in 
most cases—1 c.c. contains *ooi c.c., or 1 mgrm.of 
tuberculin. In practice it is easiest to obtain the 
requisite dose already prepared in a sterilised phial 
from a reputable chemist. 

To apply the test it is best to keep the patient 
in bed for convenience of observation, though this 
is not absolutely necessary; the temperature should 
be taken every four hours. When the temperature 
has been observed for two or three days and found 
not to be raised, at all events above ioo° F., the 
injection is made between the shoulder-blades in 
the morning, so that if there is a reaction it may 
occur during waking hours. If there is no re¬ 
action the dose is increased and given two days 
later; if there is an indefinite reaction the same 
dose is repeated. If there is a reaction it usually 
occurs eight to twelve hours after the injection, 
but it may be earlier or later. 

The symptoms are fever, headache, pains in the 
back and limbs and general malaise. A reaction 
is considered to be definitely positive if the rise of 
temperature is at least i° higher than the highest 
temperature during the observation period. In 
addition to the general response there is often a 
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local response at the site of injection, evidences of 
local inflammation being apparent. 

Moreover, there is often evidence that the focus 
of disease is more active, and it is this which lends j 
great clinical importance to the test. 

If the disease be in the lungs there may be : 
discomfort or even pain in the chest, increased 
cough, increased sputum, in which tubercle bacilli i 
may for the first time be found, and increased I 
auscultatory signs of disease. 

Case. —J. P—, male, set. 36 years. Admitted to 
Brompton Hospital, March 10th, under Dr. 
Hartley. Slight but definite signs at left apex. No j 
tubercle bacilli on March nth or March 14th. 
Temperature 97°-98*2° F. 

coi c.c. old tuberculin given April 20th. Tem¬ 
perature rose to 100*2° ; 98°-99° during 21st, 97° 
again 22nd. Tubercle bacilli found in sputum on j 
April 21 st. 

As an example of a marked local reaction may j 
be quoted the case of paraplegia due to Pott's 
disease of the spine in a woman who is still in 1 
Yarrow Ward. 

She had signs of interrupted continuity of the 
dorsal cord, and a prominent vertebral spine at 
the corresponding level; a radiograph showed 
blurring of the vertebral body. Anxious to learn 
the nature of the trouble, and feeling that at her 
age von Pirquet’s reaction was not satisfactory, I 
ordered an injection of *0005 c.c. old tuberculin 
(i.e. \ mgrm.) This was followed by a well-marked 
local response, considerable constitutional disturb¬ 
ance, and a focal reaction which resulted in pleurisy 
with effusion. The complications cleared up in 
about three weeks, and I am glad to say there 
ensued considerable improvement in the anaesthesia 
and some return of voluntary power. 

This case is an example of the violent reaction 
which may sometimes follow even very small doses 
of tuberculin, and shows that extreme caution is 
required in its use. 

As a rule, in pulmonary tuberculosis a reaction 
does not occur in an adult until a dose of *005 or 
01 c.c. has been given. It is said, however, that 
the response is more marked when there is tuber¬ 
culous bone disease. I will quote another example 
which shows that tuberculin injections demonstrate 
the presence of tuberculous infection, but that 
clinical examination only can localise the situation. 
A man, aet. 37 years (J. C—), a clerk, was 


admitted to Brompton on January 7th, 1911, 
under Dr. Hartley. 

Two years previously he had influenza, and in 
November and December, 1909, he had right 
pleurisy. There were very indefinite signs at the 
apex of the left lung, suggesting the possibility of 
pulmonary tuberculosis. 

The sputum examined on January 5th, 14th, 
and 28th showed no tubercle bacilli. Von Pirquet’s 
reaction was positive. 

The opsonic index before exercise was 0*6, 
after exercise 0*7. Tuberculin injections were 
given : 

January 29th, '0001 ( T V m grm.); no reaction. 

February 7th, *0005 (£ mgrm.), indefinite febrile 
reaction; temperature 99*2° F. with some headache ; 
marked local reaction. 

February 15th, 00025 (i mgrm.); recrudescence 
of von Pirquet; definite febrile response; tempera¬ 
ture 101P. 

February 27th, 001 (1 mgrm.); marked response; 
temperature ioi°, raised 36 hours. 

March 8th, *0001 ( T V mgrm.) ; temperature 
ioo*8°. 

On March 13th there was pain at sixth right 
costo-chondral junction. 

On March 26th a fluctuating swelling had 
appeared. This was opened on April 3rd, and 
tubercle bacilli was found in the pus. 

The response seems to have been due to the 
local bone-disease; no further evidence of pul¬ 
monary disease was found. 

Here is an example which shows that response 
to tuberculin, coupled with suspicious clinical 
symptoms and signs, justifies a positive diagnosis 
of pulmonary tuberculosis. 

A man was admitted to Brompton on October 
21st last year, with a history of a cough and 
blood-streaked sputum persisting for some months. 
There were very indefinite signs of disease (pro¬ 
longed expiration and increased vocal resonance) at 
the left apex. The sputum was examined several 
times and no tubercle bacilli were found. 

Tuberculin was given—*0001 c.c. ( T ^ mgrm.), 
*0002 c.c. mgrm.), "00025 c.c. mgrm.), 
*001 c.c. (1 mgrm.), *002 c.c. (2 mgrm.) To the 
last dose there was a response, the temperature 
rising to 100*2°. 

He was sent to Frimley, and while there tubercle 
bacilli were found in the sputum. 
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I have here one more typical case of which we 
do not yet know the result. 

A man had a small haemoptysis last April (jj) ; 
he was admitted to Brompton in June. The signs 
in the chest are quite indefinite. Slight impair¬ 
ment of resonance at both apices, with a little pro¬ 
longation of expiration ; no added sounds. 

Sputum examined four times, including the 
antiformin method, with negative result. Von 
Pirquet’s reaction positive on July 10th. 

No reaction toold tuberculin, ’0002 c.c. (^mgrm.), 
or *001 c.c. (r mgrm.) Marked reaction to 005 c.c. 
(5 mgrm.) 

Temperature rose to io3‘2°F., and did not 
return to normal for forty-eight hours. 

Headache, malaise, marked cough and sputum 
increased. Von,Pirquet reaction recurred. 

As to the value of the tuberculin test, it is 
generally admitted that a positive reaction indicates 
that there is a tuberculous focus in the body, but 
unless the focus can be directly examined it does 
not indicate its situation. 

Further, it is doubtful whether it shows that the 
focus is in a condition of activity. It has been 
shown, for instance, that between 40 and 60 per 
per cent, of the working classes give a positive 
reaction, though there are no signs or symptoms of 
tuberculosis. Consequently the test is of little 
value unless it is considered in conjunction with 
careful clinical observation. Finally, it must be 
used with extreme caution and a full knowledge of 
the attendant risks. 

The risks attendant upon subcutaneous injection 
of tuberculin led Calmette to try the effect of its 
application to the conjunctiva (1907). The prepara¬ 
tion employed is a solution in distilled water of the 
precipitate obtained by treating old tuberculin with 
alcohol. It contains no glycerine and no phenol. 

A ’5 per cent, solution is usually employed, 
originally a 1 per cent, solution was used, but this 
was found too strong for ordinary purposes. 

The test is not now generally recommended. 
Strangeways found it positive in 62 per cent, of 
340 cases which showed no suspicion of tuber¬ 
culosis. The ‘Brompton Hospital Reports’ for 1909 
showed that it was negative in six out of twenty 
cases of undoubted pulmonary tuberculosis. More¬ 
over, sometimes the reaction is very violent and 
troublesome, and in any case it is likely to recur if 
tuberculin be subsequently injected. 


It should never be used if there is any local 
disease in the eye. 

The von Pirquet reaction is tested by scratching 
the skin through a drop of diluted or undiluted old 
tuberculin. A reaction, i. e. a papule with or 
without vesicles, is said to indicate the presence of 
a tuberculous focus, but does not show its situation 
or its degree of activity. 

The ‘ Brompton Hospital Reports’ for 1909 show 
that in 124 cases of undoubted pulmonary tuber¬ 
culosis the reaction was negative only ten times. 

It was positive in four out of ten cases in which 
there was no evidence of any disease. 

In the Midhurst report for 1910a record is given 
of forty cases. Thirty-six of these undoubtedly 
had pulmonary tuberculosis, and all gave a positive 
reaction. Of the four negative cases one had no 
tuberculous lesion, and the other three were very 
doubtful. 

The Midhurst report concludes that a negative 
result is of value in the exclusion of tuberculosis. 

This is more favourable than the Brompton 
report, and not in accordance with my own 
experience. The true value of the test seems to 
depend upon its confirmation or otherwise of 
clinical observations. 

Since it has been definitely established that 
there is a difference between the bovine and human 
types of tubercle bacilli, the cuti-reaction has been 
tried with bovine as well as human tuberculin. 
There seems to be no distinction in the results. In 
a case at Brompton of early pulmonary tuberculosis 
it was found that the response to human tuberculin 
was greater than to bovine ; in other cases it has 
been equal. In two cases of abdominal tuberculosis 
the response to both was indefinite. 

At Midhurst an investigation was made last year 
into the response to different dilations of tuberculin 
from o*i per cent, up to 100 per cent. It was 
found that in every case when a reaction was 
obtained in any dilution all the higher strengths 
also reacted. Three of the patients, who gave a 
poor reaction, have subsequently done badly. 
There is a possibility that a ready response to low 
dilution may mean a high resisting power, and 
consequently a good prognosis. The after-history 
of the patients examined will be given in future 
reports, and will be of great interest. 

If this deduction is justifiable the absence of the 
von Pinquet Reaction may mean either the absence 
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of a tuberculous focus or the absence of any 
resisting power against tuberculous infection. In 
any given case clinical examination should |ive 
the clue to the cause operating. 

In practice, it must be admitted that so far as 
adults are concerned it is not wise to attach any 
very great importance either to the presence or 
absence of the reaction. 

The cutaneous reaction may also be tried* by 
the aid of Moro's ointment, a mixture of equal parts 
of old tuberculin and anhydrous lanoline. A 
piece the size of a pea is gently rubbed into the 
skin for half-a-minute over an area of about tour 
square inches. A positive result is indicated by 
the appearance of papules on the second day, or 
even earlier. 

I have no personal experience of this test. Its 
value seems to be the same as that of the von 
Pirquet reaction. In private practice it is popular, 
since so many patients seem to dread the thought 
of vaccination. 

When Sir Almroth Wright discovered his 
method of estimating the opsonic index of* the 
blood, it was hoped that a means for the diagnosis 
of tuberculous infection had been found. Unfor¬ 
tunately the opsonic index by itself has been found 
to have but little diagnostic value. In the 
* Brompton Hospital Reports' for 1909 some figures 
are given. Taking an index between o*8 and 1*2 
as normal, a figure above or below these limits was 
thought to be suggestive of tuberculosis: 111 
cases of pulmonary tuberculosis were tested; 73 
gave a positive result, 38 a negative result. Such 
figures show that a single observation of the 
opsonic index cannot be of great value in diagnosis. 

Dr. Inman, in his researches on auto-inoculation, 
found that in the Frimley patients an overdose of 
work, which resulted in a pyrexial attack, altered 
the opsonic index. He has attempted to apply 
this knowledge in the diagnosis of the disease. 

The index is estimated after a period of rest and 
again after a period of exercise, two more control 
observations being made during the subsequent rest. 
Variation of the index outside the normal limits 
(o*8 or 1*2) suggest auto-inoculation, and conse¬ 
quently the presence of active tuberculous disease 
requiring treatment. 

Dr. Inman's results, published in the 1 Lancet' 
in 1908 and in the ‘Brompton Hospital Reports' 
for 1910, are extremely interesting an^ suggestive. 


He has shown, for instance, that in the Frimley 
patients variations in the index produced by 
exercise cease when the disease has become 
arrested. 

Using the test for diagnostic purposes at the 
Brompton Hospital, he found that in cases certainly 
tuberculous the test was positive in 85*71 per 
cent.; in doubtful cases 67*91 were positive, and 
in non-tuberculous cases 93*33 per cent, were 
negative. 

The test in skilled hands seems to be of con¬ 
siderable value, but there are certain practical 
disadvantages which prevent its common use in 
clinical medicine. 

The first is the great skill and practice required 
in the estimation of the index. To prevent any 
unconscious suggestion from affecting his results, 
Dr. Inman examines all his specimens without 
knowing until afterwards the source from which 
they are derived. All the examinations must be 
made by the same observer to secure uniformity 
of procedure. 

Apart from the difficulty in technique there is 
the further difficulty in deciding the amount of 
exercise required to produce a change of index in 
any individual patient. 

Further investigation is necessary and is being 
conducted. At present it would seem that a 
positive result to the test is of greater significance 
than a negative result. 

October 16th, 1911. 

Ppotection of the PerinaBum.— Brock noticed 
years ago that when the perinaeum tcre during a 
forceps delivery the laceration corresponded to the 
blades of the forceps. This fact suggested to him 
that even the pressure of the fingers, while striving 
to prevent injury during expulsion, may be the very 
factor which produces the tear. He now teaches 
always that the perinaeum should be given time to 
stretch spontaneously, and the head should be 
pushed gently back until the maternal soft parts 
have stretched gradually to their utmost. The 
accoucheur's hands should not touch the perinaeum, 
but merely hold back the head, the fingers not 
curving but spread more nearly flat until the wrist 
touches the back of the child's head; then, by 
slightly lifting the chin, the lowest portion of the 
face can be released.— A.M.A ., vol. lvii, 
No. 14. 



The Clinical Journal , October 25 , 1911. 


THE CLINICAL JOURNAL, 

CLINICAL RECORD, CLINICAL NEWS, CLINICAL GAZETTE, CLINICAL REPORTER, 
CLINICAL CHRONICLE, AND CLINICAL REVIEW. 


No. 991. WEDNESDAY. OCTOBEE 25. 1911. Vol. XXXIX. No. 3. 


CONTENTS. 

PAOI 

•Two Lectures on the Feeding of 
Babies. By E. I. Spriggs, M.D., 
F.R.C.P. Lecture I . 33 

*A Demonstration of Cases at the 
Polyclinic. By Hugh Lett, M.B., 
F.R.C.S. 37 

*A Lecture on Vaccines in Aural Prac¬ 
tice. By C. Ernest West, F.R.C.S. 44 


* Specially reported for the Clinical Journal. Revised 
by the Author . 

ALL RIGHTS RSSKRVBD. 


NOTICE. 

Editorial correspondence, books for review , < 5 rv., 
should be addressed to the Editor , 36, Weymouth 
Street, W.; Telephone No., 904 Paddington ; but 
all business communications should be addressed to 
the Publishers, 23, Bartholomew Close, London, 
E.C.; Telephone, 927 Holborn. 

All inquiries respecting Advertisements should be 
sent to Messrs. Adlard & Son , Bartholomew 
Close, E.C. Telephone, 927 Holborn. 

Terms of Subscription, including postage, payable 
by cheque, postal or banker’s order (in advance): for 
the United Kingdom, 15J. 6 d. ter annum : Abroad. 
17 s. 6 d. 

Cheques, crc., should be made payable to The 
Proprietors or The Clinical Journal, crosse d 
' * The London ., City, and Midland Bank, Ltd., 
Newgate. Street. Branchy E.C. Account of the 
Medical Publishing Company, Ltd. ” 

Reading Cases to hold Twenty-six Numbers of 
The Clinical Journal can be supplied at as. id. 
each, or will be forwarded post free on receipt of 
as. 6 d.; and also Cases for Binding Volumes at is 
each, or post free on receipt of is. 3 d. from the 
Publishers, 23, Bartholomew Close, London, E.C. 


TWO LECTURES 

on 

THE FEEDING OF BABIES. 

Delivered at St. George’s Hospital. 

By E. I. SPRIGGS, M.D., F.R.C.P., 

Senior Assistant Physician to the Hospital and Physician 
to the Victoria Hospital for Children. 


Lecture I. 

| Gentlemen,— I have chosen the feeding of babies 
for our subject to-day, because there is no branch 
I of medical knowledge which you will find of more 
real service in practice than that which will enable 
| you to advise the mother when she consults you 
about the feeding of her baby. This subject can 
only be properly learnt by close attention to details, 
but you must know it thoroughly, because you 
often have to form your opinion while the mother 
is talking anxiously and the baby crying on her 
knee. In order to advise properly on such matters, 
you must know what the baby requires as regards 
the quantity of food which should be taken, and 
the kind of food. 

These will vary with the build and the activity 
of the child. The proportion of surface to a given 
weight, that is to say, the plumpness or thinness of 
the child, is an important matter in this respect. 
You probably know that the whale has the smallest 
extent of surface of almost any mammal in com¬ 
parison with the body-wdight: it lives in a cold 
climate and passes its existence in cold water; 
hence the possession of a relatively small surface 
and of a big layer of fat under its skin results in 
its losing a minimum amount of heat. A fat baby 
has a small and a thin baby has a large surface in 
proportion to its weight. For that reason a thin 
baby will want more food than a fat baby, because 
it has to make good the extra loss of heat due to 
the extent of its surface and the lack of a non¬ 
conducting layer of fat. For instance, a baby two 
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months old, weighing 8 lb. or 9 lb., if it is not 
moving about much, will want a pint of milk. But j 
a premature baby, perhaps born at seven and a half ! 
or eight months, and weighing four or five pounds 
or six pounds, will often need quite as much, 
because its loss of heat in proportion to its total 
metabolism is so great; it is wrinkled and below 
its normal weight. You see now the advantage of 
putting a premature baby into an incubator. It 
has a very limited power of digestion and cannot 
take more than a certain quantity of food, which 
is often not enough to keep it going in the ordinary 
way. But if the body heat is kept up by artificial 
means the small amount of food which it can take 
is not needed for maintaining the temperature 
and is all available for making good its tissue. 

Remember also that movement increases the 
output of heat and therefore makes it necessary 
to give more food. Hence, if you make a child 
placid you are doing much the same thing as 
giving more food, because it requires less energy 
than a child which is always kicking about and 
fretful. 

Babies require food for growth also, but not so 
much as you would expect at first* sight. When 
you come to estimate the amQunt of extra food 
which is laid up in the body for increase of tissue 
daily, it is very little. A baby which is growing 
well puts on about four ounces a week, and you 
will see that it does not need very much food to lay 
on half an ounce a day. 

I need hardly say that the best kind of milk for 
a child to take is its mother’s milk. Everyone in 
our profession has a great function to perform in 
preaching this doctrine, in season and out of 
season, because there is a growing tendency, 
especially among the upper classes, not only that 
they should not have children, but if they do that 
they should feed them artificially. Our profession 
has done something to pander to that idea. A 
doctor tells the mother she need not feed her 
child after two months, being conscious of his 
skill in artificial feeding. Many mothers think 
that if they can just manage to feed the child and 
also attend to their social duties and pleasures that 
is very well, but that if they cannot do both then the 
feeding of the child must be carried out in some 
other way. It is difficult to collect figures or 
statistics showing how children fare on the bottle, 
but you will not have had much to do with children 


in the first two years of life before you realise how 
few breast-fed children suffer from intestinal and 
other disorders which are common in infants, 
compared with those who have .been bottle-fed, 
and especially from the diarrhoea and vomiting which 
accounts for such a large death-rate in infants. 
Malnutrition of some form or another is particu¬ 
larly associated with artificial feeding. Hence the 
feeding of the child on mother’s milk protects it 
against many illnesses. The more ignorant of 
monthly nurses often try to persuade the mother to 
feed the infant by hand. If the baby cries it is a 
great temptation to her to say that it is not satisfied 
and to encourage the mother to give the baby the 
bottle. And you must remember that the little 
medical knowledge of the nurse is very impressive 
to the mother; she is with her alone for the 
greater part of a month, and it is hard to resist her 
suggestions in this respect, especially when they 
are backed up by the recital of cases which have, 
for the month, done better on the bottle. I hope 
you will be very keen in this matter, because it is 
also important from the political or Imperial point of 
view. It will be a great disadvantage to our nation if 
those who are best able to rear healthy and intelli¬ 
gent children fail to do so. 

The mother should put the child to the breast 
four times during the first day ; it is believed that 
the uterus is stimulated to contract thereby. During 
the second day the child should be put to the 
breast six times, when there will be a little secre¬ 
tion of colostrum or first milk. After the first 
couple of days are over and during the first month 
you should advise the mother to feed the child ten 
times a day, say about every two hours, from 7 
o’clock in the morning to 9 o’clock at night, and 
one or at most two feeds in the night, if it is a 
healthy child. The nipples should be carefully 
cleansed after each feed, and the child should not 
be allowed to remain sucking the breast too long. 
I suppose the natural thing is for the mother to 
have the baby in bed with her, but in that case 
the child is apt to be suckling so much that, for 
this and other reasons, it is better for the mother 
only to have the child when she feeds it, the child 
resting in a cot by her side at other times. She 
should have it at the breast a quarter of an hour 
at a time, but not longer, because a long-drawn-out 
meal is bad for the child’s digestion, and allows 
but little time for the breast to recuperate between 
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feeds. When the child reaches the second month 
it should be fed every two and a half hours instead 
of every two hours, and during the second and third 
month and afterwards every three hours. 

Suppose the child does not seem to be getting 
enough milk on this allowance, what shall you do ? 
You must not rush to the bottle, but inquire into 
the circumstances of the child's life and the mother’s 
life. In the child’s life the chief thing is the regu¬ 
larity in obtaining its feeds, but you will also inquire 
about its stools and whether it sleeps properly. 
You can only correct the milk through the mother. 
You ascertain the amount of the food and the 
kind of food she has, and th^ quantity of sleep she 
gets. Everybody knows that the nursing mother 
needs to be well fed. To those who have been 
accustomed to taking a little beer or wine with 
their lunch or dinner, there is no need to interfere 
with the custom when they are suckling the child; 
if they are used to it it may help them. But if the 
woman has not been in the habit of taking these 
beverages she need not do it now, unless they 
help her to make a better meal by improving the 
appetite. But the point which often concerns the 
mother very closely, and is the cause of her lack 
of milk, is improper .rest and sleep, especially if 
added to other anxieties. Rest and quiet make a 
great difference to the amount of milk which the 
mother secretes. I remember the case of a lady 
who had hardly any milk for her baby. On inquiry 
1 found that she was going out a good deal too 
much, and was, in fact, about most of the day. I 
advised her to sleep in the afternoon and take 
things more easily, and that simple plan was 
enough to restore the secretion, so that she soon 
had plenty of milk for her seven months’ old 
child. For the same reason milk is abundant 
after a good night’s rest. In the case of women 
who have to look after their other children, per¬ 
haps small ones, it is very difficult for adequate 
rest to be obtained. You have then to direct 
your attention to diet, advising the mother to take 
as much milk as she can, in addition to a good 
mixed diet. 

If after three or four months’ breast feeding the 
child is ill-nourished, do not wean the child, but 
start mixed feeding. It is better for the child to 
have breast feeding part of the time, provided that 
the mother is healthy, than that it should be 
without mother’s milk. The best time to start the » 


j bottle is in the afternoon about four o’clock, for 
i that is when the mother’s milk is scanty. Start 
with one bottle a day. The composition of the 
milk should be suitable to the age and weight and 
I digestive capacity of the organs. ' If it becomes 
necessary to wean the child you will of course do 
so, but do not unless you are obliged to. If the 
! mother is taken ill suddenly with a serious illness, 

| or if it is taking pus in with the milk, you may 
wean the child suddenly, otherwise wean gradually. 

I A woman may have a febrile illness, even scarlet 
j fever, which is frequently a slight complaint in 
grown up people, without the milk being seriously 
affected. And more than that, the child may take 
immunising substances in the milk so that it does 
j not get fever. Indeed, milk may be produced 
under the most adverse conditions. After the 
siege of Paris it was noted that though the women 
were emaciated they often had plump babies. Do 
not be in a hurry to stop the milk unless you 
know there is something wrong with it, or the 
baby is not getting enough. Of course in the 
case of typhoid fever or tuberculosis you will at 
once begin artificial feeding. 

When a child has to be fed artificially altogether 
many circumstances have to be considered, to 
which I must now refer. 

Cow’s milk is of a different composition to 
I human; it contains 3*5 per cent, protein, 4 per 
I cent, of carbohydrate, and 4*5 per cent. fat. As 
I compared with mother’s milk it contains more 
protein, considerably less carbohydrate, and rather 
J more fat. There are also other differences in the 
| composition. The protein in cow’s milk is mostly 
1 caseinogen with very little lactalbumen, whereas 
in mother’s milk the relation of lactalbumen to 
caseinogen is 1*3 to 1. Caseinogen forms a firm 
clot. The carbohydrates you can easily adjust 
by adding milk sugar. But the fats are not the 
same. The higher fatty acids are more plentiful 
in cow’s milk than in mother’s milk, and that 
is one reason why children may be upset by it. 
Again, milk is neutral or slightly alkaline when 
secreted; but nearly all the milk supplied in 
London is twenty-four hours old, and by the time 
it reaches the house it is acid and not alkaline. 
Moreover, cow’s milk contains, even under the 
best conditions, thousands of bacteria to the cubic 
centimetre, and milk which has been kept a few 
hours, millions. Many of these are harmless ; 
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they are all destroyed by sterilising the milk, and 
there are not necessarily any dangerous toxins 
present. But the bacterial growths may not be 
harmless, and you are aware that all sorts of diseases 
have been transmitted by means of cow’s milk, 1 
including such diseases as diphtheria, scarlet fever 
and enteric fever. There is also the risk of dirt 
being present in the milk, which is, at the least, 
undesirable. In order that cow’s milk may be j 
clean, there must be cleanliness in every operation 
connected with it. In stables and cow-sheds 
there is always dust and straw. The straw should 
be kept clean and frequently renewed and thfe 
whole swept up before laying down fresh straw. 
The sweeping up should be done some time 
before the milking takes place, otherwise the air 
is charged with dust which gets into the milk. 
The cows should be groomed, and their udders 
cleansed before each milking, and,. of course, 
the hands of the milkers should also be cleansed. 
The vessels into which the milk is put should be 
kept inverted, and scalded before use. This is 
done in a number of laboratories which are under 
efficient control, and the difference it makes in the 
number of bacteria which are present in the milk 
is very great, as might be expected. Perfectly 
clean milk under these conditions may contain no 
more than 10,000 bacteria to the cubic centimetre, 
whereas ordinary milk, twenty-four hours old, may 
contain as many as 150,000,000 to the same 
quantity of milk. As soon as milk is taken from 
the cow it should be artificially cooled at once. 
That is very important, because while milk is at 
the temperature of the body it forms an excellent 
culture medium for bacteria. To keep milk sweet 
for children it should be kept on ice in the house 
before and after being sterilised. The practice as 
to sterilisation must differ according to the home 
conditions. In the case of poor people who live 
among dirty surroundings, the only safe thing 
you can tell the mother to do is to boil the milk 
directly it comes into the house, previously taking 
out one feed which is given to the child at once. 
Children may get scurvy if they are fed entirely 
upon sterilised milk. But in hot weather even 
the one feed of fresh milk should be omitted. 
Pasteurisation is to be preferred to boiling in 
ordinary homes, the milk being kept at a tempera¬ 
ture of 150° for twenty minutes; that destroys 
nearly all the bacteria, and at the same time will 


not take away entirely the taste of fresh milk, which 
is lost when the milk is boiled. 

The milk should be diluted in such a way as to 
make it approach as nearly as possible to mother’s 
milk. Professor Budin, of Paris, advocated recently 
the feeding of young infants upon whole milk, 
arguing that although it is not natural for a child 
to take cow’s milk it can be trained to do so. But 
experience in this country does not support that 
view; delicate children cannot manage whole milk 
so well as modified milk. Milk may be modified 
to resemble human milk in several ways, and you 
must have a definite plan in your mind. In the 
out-patient department I have tried giving mothers 
! careful directions for. making humanised milk, but 
have found that they are not, as a rule, able to 
carry them out properly. It is not because they are 
not intelligent; many working-class mothers are very 
intelligent indeed, but they have not the time, or 
sometimes the means, to prepare the milk accurately. 
Therefore in out-patient practice we cannot follow 
the ideal plan of making humanised milk. In 
many cases it may be obtained ready from the 
municipal authority. But if not, we must do the 
best we can to modify it to some extent. When 
the child is a month old tell the mother to give two 
to three ounces of water to one of milk, adding 
to each feed a dessert-spoonful of milk, sugar, and a 
dessert-spoonful of cream. That is a weak milk 
for a baby a month old. At the third month give 
four to five ounces of one in three, that is to say, 
two parts of water to one of milk, with the same 
lactose and cream. At the fourth month equal 
parts of milk and water, after which the proportion 
of milk is gradually increased until, at the ninth 
month, the child is taking seven to eight ounces 
of seven parts of milk to one of water with 
lactose and cream. If cream cannot be got or 
is not fresh, then a small teaspoonful of cod- 
liver oil may be put in each bottle. A table¬ 
spoonful of lime-water may be used with advantage 
throughout instead of the same quantity of the 
diluting water. 

In more leisured homes and in institutions you 
may adopt a better method of humanising milk, by 
using top milk, as described by Rotch : Let a 
pint of milk stand for four hours so that the cream 
rises ; the top half will now contain 7 per cent, 
of cream, and the top third 10 per cent, of cream. 
The top milk contains the same protein and the 
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same sugar with more cream, and you use that to 
make your humanised milk. The object of the 
modification of the milk is to reduce the protein 
whilst keeping the percentage of fat about the same 
and raising the percentage of lactose. You begin 
by taking 2 oz. of top milk, 1 oz. of lactose, 1 oz. 
of lime-water, and water to a pint, and gradually 
increase the amount of top milk in the first three 
months from 2 oz. up to 7 oz. So in the first week 
or two a pint of the food contains 2 oz. of top milk 
and one each of lactose and lime-water, and at the 
third month 7 oz. of top milk and one each of 
lactose and lime-water, a mixture which is three 
times as strong as at the beginning. The infant 
finds it difficult to digest the caseinogen of cow's 
milk, hence you give it very dilute and gradually 
accustom the stomach to get used to its proper 
strength. The digestion of lactose does not present 
the same difficulty, and so you keep it up from the 
beginning. The number of feeds at the begin¬ 
ning are the same as with mother’s milk, so we 
need not go into that again now. The amount of 
the feed increases from iA to 5 oz. That is to say, 
when it is three months old it should be taking 
5 oz. at a feed. Do not give a child a total of 
more than about one and a half pints a day. So if 
it is having 3 oz. at a time give it ten feeds a day, 
so that your limits will be not less than 25 oz. and 
not more than 35 oz. during the twenty-four hours. 

The next period is from three to nine months of i 
age. Instead of taking the top third of milk you { 
now take the top half. Make up the milk in 
the same way, and take 7 oz. of the top milk with 
1 oz. each of lactose and lime-water, and water 
to the pint. The 7 oz. of top milk (top half) 
are gradually increased to 13 oz. at nine months, 
by adding 1 oz. for each month, thus, 7 oz. at three | 
months, 8 oz. at 4 months, up to 13 oz. at 9 months. | 
That is not difficult to do or to remember when ! 
you have once written it carefully down. When I 
the child arrives at the age of nine months take | 
16 oz. of full milk, and put to this an ounce of 
lactose, an ounce of lime-water, and water to a pint. 
At the ninth month it has begun to eat bread and ■ 
butter to some extent, or to supplement its milk 
food by some farinaceous diet. 

in my next lecture I shall discuss the treatment 
of the common irregularities of infant digestion and - 
the feeding of difficult cases. 

October 23rd , 1911. 


DEMONSTRATION OF CASES AT 
THE POLYCLINIC. 

By HUGH LETT, M.B., F.R.C.S., 

Assistant Surgeon to the London Hospital. 

Tumour of the Upper Jaw. 
i This gentleman has very kindly consented to 
j come here this afternoon at some inconvenience to 
himself, and I am very glad to have an oppor- 
j tunity of showing him to you, as the case is one 
| which presents several features of considerable 
! interest. ^ 

In the first place it shows in a most characteristic 
I manner the main features of a tumour of the upper 
| jaw. You will remember the relations of the 
| upper jaw : above it takes part in the formation of 
the floor of the orbit, behind it bounds the 
zygomatic fossa, internally it forms part of the outer 
wall of the nose, below it forms the hard palate, 
and the alveolus is an extension from it. Antero- 
externally it borders on the nose and lies directly 
underneath the skin of the cheek. It is readily 
seen, therefore, that if this bone is enlarged, either 
as a result of malignant disease or some other 
cause, it is likely to cause a swelling in one or more 
of these situations. 

This patient first came to see meat the end of July 
with the following history: Early in this year he had 
much pain, which he thought was toothache, and 
after a time a hard lump appeared by the side of 
the nose at its junction with the cheek. A tooth 
was extracted in April, but this did not affect the 
pain, which was as bad as ever. He next noticed 
that the left side of the nose was blocked. Then a 
swelling appeared in the temporal region. A little 
later he found a projection into the mouth along 
the alveolus, and then three or four weeks ago the 
eye seemed to go upwards, and when I saw him the 
horizontal axis of the left eye was considerably 
raised above that of the opposite side. Two weeks 
later he had bleeding from the left side of the 
nose. 

If you will now examine this patient you will 
notice that the left eyeball is still raised very 
j slightly above the level of the one on the opposite 
side, though it is not nearly so noticeable as it was. 
In the mouth the hard palate projects downwards 
j on the left side, and a little soft growth projects 
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from the posterior half of the alveolus. There is 
little or no swelling to be detected on the face at 
the present time, and the fulness in the temporal 
fossa above the zygoma has disappeared. 

This case, then, presents the typical features of a 
swelling involving the upper jaw; we have the 
projection downwards into the mouth, forwards 
causing a bulging of the cheek, inwards causing 
obstruction in the left side of the nose, upwards 
displacing the eyeball, and lastly an extension into 
the left temporal region. 

There are various causes of enlargement of the 
upper jaw, but the only one. which we need 
seriously consider is that of carcinoma or sarcoma. 
An empyema or hydrops of the antrum would of 
course not cause the soft growth which there is in 
the mouth, nor would it cause the extension into 
the temporal region, nor, again, would it give rise to 
bleeding from the left side of the nose. Apart 
from that, in the case of a hydrops of the antrum, 
the result of an attempt at transillumination would 
be positive. Nor need we consider in our 
differential diagnosis the possibility of the enlarge¬ 
ment of the jaw being due to some tumour in 
connection with an unerupted tooth such as a 
follicular odontome, otherwise known as a denti¬ 
gerous cyst, or an epithelial odontome which is 
synonymous with fibrocystic disease of the jaw. 

The history of pain, which was for a long time 
considered to be caused by a tooth, the nasal 
obstruction, and the bleeding from the left nostril 
are very suggestive of malignant disease ; but when 
the physical signs are considered, namely the pro- 
jection into the face, the depression of the palate, 
the soft growth in the alveolus, and the upward 
displacement of the eye, the diagnosis is clear and 
certain. 

The most important part of our consideration of 
this patient, I think, is the question of treatment. 
When I saw him first the growth was so extensive 
that it was quite impossible to entertain the idea of 
any radical operation; to have operated in the 
condition in which he then was would have been 
to court an inevitable early recurrence, and, indeed, 
it would probably have been impossible to remove 
all the growth without very serious mutilation of 
the patient. 

I therefore tried a method of treatment which I 
have found useful in a few other cases of a similar 
nature, namely, injection of boiling water into all 


the branches of the external carotid. This opera¬ 
tion is neither original nor new, but it has not had 
the trial it deserves. It sounds, perhaps, like a 
retrograde step into the mediaeval days of the 
torture chamber, and it is necessary to explain 
exactly the object of this treatment. We know 
that the rate of growth of a malignant tumour can 
be considerably retarded by cutting off its blood- 
supply by ligature of the main artery which feeds 
it; but the effect of ligaturing the external carotid 
in the case of sarcoma of the upper jaw is very 
slight, the reason being that although the blood- 
supply may be cut off for a short time, it very 
soon returns owing to the extremely free anas¬ 
tomosis between the vessels on the opposite sides 
of the head and neck. You are aware of the 
freedom with which blood escapes from the distal 
end of the facial artery when it is divided. This, 
of course, is due to the free collateral circulation. 
It is therefore necessary to prevent this collateral 
circulation being set up if we can, and the reason 
for injecting boiling water into the branches of 
the carotid is that the endothelium may be des¬ 
troyed, and so cause thrombosis in the various 
branches of the artery. The operation itself is 
somewhat tedious, as it is necessary to inject all 
the branches. 

In this patient the result has been very satis¬ 
factory, and the swelling has diminished greatly in 
every direction ; the swelling in the temporal fossa 
has entirely gone, and the swellings below the eye 
and under the cheek very nearly, so much so 
that I think it is now possible to operate and to 
remove the upper jaw. From my experience of 
other cases I am afraid that if no further operation 
is performed the condition will ultimately progress, 
so that I take advantage of this temporary diminu¬ 
tion in the size of the growth to remove what 
remains. 

There is only one word more in connection with 
this operation, and that is, it is most important to 
preserve if possible the attachments of the sus¬ 
pensory ligament on the two sides of the orbit in 
order to prevent any downward displacement of 
the eyeball, which would not only cause the patient 
much inconvenience, but also give rise to con¬ 
siderable disfigurement. If the disease is so 
extensive that the attachments of the ligament 
cannot be preserved, Konig’s method of taking a 
piece of the temporal muscle with its insertion into 
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the coronoid process and fastening it to the nasal 
bone, so as to form a support for the eyeball, may 
be adopted. 1 

As soon as the wound has healed sufficiently, 
that is, in one week from the date of operation, he 
will be given a series of X-ray applications in order 
to destroy any out-lying cells which have possibly 
escaped removal and might form the starting-point 
of a recurrent growth. 

Achondroplasia. 

The next patient I wish to show you is a case of 
achondroplasia. 

The patient is a girl, jet. 12 years. You will notice 
that she is Very short for her age: her height is 
only 3 feet 6 inches. She is, in fact, a dwarf; you 
remember that achondroplasia is one of the causes 
of dwarfism. Her forehead is broad and square, 
the head large, but the nose looks small and 
stunted. The abdomen and nates are prominent, 
and there is a suggestion of lordosis. The legs are 
slightly bowed, and she walks with a waddling gait. 
The most striking feature is the shortness of the 
arms and legs compared with the length of the body. 
This was noticed at birth, and is easily seen when 
she stands at rest with her arms by her side. You 
will then observe that the tips of the fingers only 
reach a short distance below the crest of the ilium. 
The legs are similarly considerably shortened. The 
body, however, measured from the neck to the 
coccyx, is of full length* for a girl of her age. The 
antero-posterior diameter of the head is also less 
than usual, giving rise to the high, vertical forehead. 
Otherwise she is a fully developed girl: she is | 
stout, symmetrical, and fairly strong. Her teeth 
are large and good, the palate is highly arched, the ' 
hair is dark, of normal consistency, the skin soft 
and normal. The shape of the hands calls for 
particular attention. They are broad and the 
fingers short and stunted. The fingers, too, are 
widely separated from one another, resembling 
radiating spokes of a wheel. The interval between 
the middle and ring fingers is greater than the two 
adjoining intervals, so that the hand somewhat 
resembles a trident, the thumb, first and second, 
and third and fourth fingers representing the three 
prongs, hence the term “trident hand,” which is one 
of the characteristic features of the disease. The 
thyroid gland is not obviously enlarged. The 
feet are slightly flattened, but otherwise are not 


affected. Her intelligence is good. She is very 
bright and amiable. Apart, therefore, from the 
shortness of her limbs, she is a normal child. 

These cases of achondroplasia are not very 
frequently met with, and their aetiology is of great 
interest. The essential feature is a deficiency in 
growth in those bones which are laid down in car¬ 
tilage from the third to the sixth month of foetal life, 
hence the shortness of the arms and legs, and also of 
the antero-posterior diameter of the base of the skull. 
The membrane bones and those laid down in 
cartilage after the sixth month of foetal life are not 
i affected. Consequently, while the base of the 
j skull is much shortened in an antero-posterior 
direction, the bones which form the vault of the 
skull are unaffected and grow normally, with the 
result that the forehead is high while the face is 
small, and appears to be out of proportion to the 
vault of the skull. On the other hand, the vertebrae 
are not affected, and so although the limbs are 
very short the length of the body is that of a normal 
individual of the same age. 

These patients are bright and intelligent—a point 
which helps to distinguish them from cretins. The 
latter subjects have a dull, unintelligent appearance, 
their hair is scanty, the skin thick and harsh, and 
pads of fat are noticeable in the supra clavicular 
region and elsewhere. 

The family history is good. The patient has two 
sisters of nineteen and sixteen, *who are both 
healthy and of normal development. It is, how¬ 
ever, interesting to note that the mother was nearly 
forty-three when she gave birth to this patient. 

All treatment has been found useless unfor¬ 
tunately so far; thyroid extract has been tried 
among other things, but without success. 

Epithelioma of the Floor of the Mouth. 

This patient is suffering from an epitheliomatous 
ulcer in the floor of the mouth. He is a man of 
thirty-eight only, which is rather under the usual 
I age at which epithelioma develops, 
j For the last three weeks he has complained of 
I soreness under the tongue, but can give no history 
i of any injury, and cannot account for the origin of 
the ulcer. 

On examining him we find that on the left side 
of the floor of the mouth between the lower jaw 
and the tongue there is a deep ulcer which extends 
; backwards for about an inch and a quarter, the 
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edge is indurated and everted, the surface is 
irregular and deeply ulcerated, there is an offensive 
discharge, which is very characteristic of epithe¬ 
lioma in the mouth, and lastly, the base infiltrates 
the surrounding structures, and is fixed to the 
lower jaw. The tongue itself can be protruded 
freely, and no enlargement of the glands can be 
felt. 

How do we arrive at our diagnosis of epithelioma ? 

The most important point in the diagnosis of an 1 
epitheliomatous ulcer is the induration of its edge. 
When you feel the edge of this ulcer and then feel 
the soft tissue in the immediate neighbourhood, 
you will find there is a distinct difference between 
the two: the edge of the ulcer feels firm and 
indurated, and is harder than the tissues round; 
this is the most important point in the diagnosis. 

What is the meaning of this induration? Why 
should the edge of an epitheliomatous ulcer be 
indurated ? Let us think for a moment or two of 
its microscopical appearance: if we were to take 
out a small piece of the edge of that ulcer and 
examine it under the microscope what should we 
find ? Starting from the healthy tissue and passing 
in towards the ulcer, we should see an irregular 
multiplication and down-growth of the squamous 
epithelial cells covering the mucous membrane of 
the floor of the mouth, and as we passed in further 
and further we should find that these cells multi¬ 
plied more and more, and were piled up into great 
heaps and columns, pushing the other structures 
out of the way. We should also find that their 
advance was accompanied by infiltration of a 
large number of round-cells into the surrounding 
structures, and the formation of fibrous tissue. It 
is this increase of tissue, this growth, which is 
essentially malignant in its nature, which gives 
rise to the thickening or induration of the edge of 
the ulcer. 

There are a few other features which will help us 
in our diagnosis and confirm our opinion, but as 
individual signs they* are of little diagnostic value. 
They are the irregular surface of the ulcer, the thin 
discharge, with its curious offensive smell, which is 
commonly met with in epitheliomatous ulcers of 
the mouth, and lastly, the fixation of the growth to 
the lower jaw. It is possible someone here may 
say : “ Can one make a diagnosis of epithelioma if 
there are no enlarged glands to be felt in the 
neck?” The answer, of course, is “Yes, un¬ 


doubtedly.” It does not seem very many years 
ago since it was the rule to wait for enlarge¬ 
ment of the glands in Carcinoma of the breast, 
epithelioma of the tongue, and other carcinomatous 
tumours before finally deciding that they were 
malignant. But now, happily, we have advanced 
beyond that stage, and are able to make our 
diagnosis at an earlier period, and so give the 
patients a much better chance of radical cure by 
operation than formerly was the case. 

Supposing, however, that we had ulcer to deal 
with which was not so definitely epitheliomatous? 
Supposing that it was quite small, that there was 
very little, if any, induration of the edge, and that 
the base of the ulcer was not fixed to the jaw, could 
the diagnosis be made with certainty then ? 

There is one method whioh should always be 
utilised in a doubtful case, that is, excision of a 
small portion of the edge of the ulcer and examina¬ 
tion with the microscope. This will tell us at once 
whether the condition is a malignant one or not. 
It is very easily done \ it need entail no suffering 
to the patient, as, with the application of a little 
eucaine or cocaine, a small piece can be excised 
without pain, and the diagnosis definitely decided 
upon. 

With regard to treatment, operation is certainly 
indicated in this case, but I fear it will mean 
removal of part of the lower jaw with the ulcer and 
neighbouring part of the floor of the mouth. Any¬ 
thing short of this would almost cerlainly mean 
that recurrence would take place, and, of course, 
not only must the ulcer and part of the lower jaw 
and part of the floor of the mouth be removed, but 
a clean dissection made of that side of the neck 
with removal of all the lymphatic glands in the 
anterior triangle. 

Tuberculous Disease of Tibia. 

This patient, a little girl, set. 6 years, has tuber¬ 
culous disease of the tibia. 

She first came under notice six months ago, 

! when her mother brought her to the hospital 
I because she limped when she walked. At that 
! time there was a little fluid in the knee-joint and 
it was flexed, but there was no thickening of the 
I synovial membrane. Tenderness was most marked 
| immediately below the joint at the junction of the 
' epiphysis with the shaft of the tibia. A diagnosis 
1 of tuberculous epiphysitis was made, and the lower 
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extremity was enclosed in plaster-of-Paris from the 
hip to the ankle. She attended the hospital for a 
few weeks, but was then lost sight of, and finally 
came up to hospital again a few days ago in her 
present condition. 

You will notice that there is now no fluid in the 
knee-joint, and that it can be moved perfectly, but 
on examining the tibia we find that it is uniformly 
enlarged in its upper half. It is hard, there are no 
points of softening, and it is tender on pressure. 
On placing the hand over the swelling the leg is 
distinctly hotter than the opposite one. The 
inguinal glands are not enlarged, and the child 
presents no other sign of disease. 

The diagnosis in this case, apart from the history, 
lies between congenital syphilis, tubercle, and a 
chronic circumscribed abscess of bone, which is 
sometimes known as Brodie’s abscess. The other 
principal causes of enlargement of bone, such as 
malignant disease, myeloid sarcoma and benign 
cyst, need hardly be considered. 

Benign cyst and myeloid sarcoma can be ex¬ 
cluded at once from a consideration of the 
character of the swelling and the extent of the tibia 
involved; both of these conditions affect the 
end of the bone, and only extend a very short 
distance into the shaft, they cause considerable 
enlargement of the head of the bone, and form a 
somewhat globular swelling. In this case there is 
a fusiform swelling of the upper half, or a little 
more of the shaft. Egg-shell crackling also might 
be obtained, due to the extreme thinning of the 
bony shell, if the case were one of advanced myeloid 
sarcoma or bone cyst. 

Malignant disease in the form of a periosteal or 
endosteal sarcoma, round or spindle-celled, is so 
rapidly malignant that with a history extending over 
six months the child could not fail to be much 
more seriously ill than she is now, for the malig¬ 
nancy of periosteal sarcoma is very great, and it is 
not uncommon for the patient to die within nine 
months from the time when the first symptoms are 
noted. 

It is not likely that the patient is suffering from 
Brodie’s abscess, for in the great majority of these 
cases there is a history t of acute bone infection 
some months or even years previously. As a rule 
the bone which is primarily affected is the one in 
which the abscess subsequently develops, but it is 
by no means uncommon for the abscess to form 


in some other bone in the same or in one of the 
other extremities. 

We now have the alternative diagnosis of tubercle 
or syphilis. The swelling itself would do equally 
well for either condition, though it is more common 
perhaps for a syphilitic lesion to present the ap¬ 
pearance of a node rather than a uniform enlarge¬ 
ment of the bone The family history is good, and 
there is no evidence of congenital syphilis nor any¬ 
thing in the history to point to this. 

On referring to the history of the case, the onset 
of the disease is much more suggestive of tubercle 
than of any other condition. When the child was 
first seen the knee was flexed, there was some fluid 
in it, and there was tenderness in the neighbour¬ 
hood of the epiphysial line, a combination sug¬ 
gesting tubercle, and, as you have heard, this 
diagnosis was made. We next notice that the 
fluid in the joint has disappeared, that the knee can 
be moved freely and without pain, and that the 
swelling has appeared along the shaft of the bone. 

We have now reached a stage in the investiga¬ 
tion of the case when we may profitably invoke 
the aid of the X rays. I have here a skiagram 
which has been taken of the limb, and it gives us 
valuable help in our diagnosis. The outline of the 
epiphysis towards the knee-joint is normal, but 
towards the shaft it is very irregular not only in its 
outline, but also in its density. On comparing it 
with the upper epiphysis of the right tibia it appears 
to be a good deal smaller in the vertical direction 
and has evidently been partly destroyed. The en¬ 
largement of the tibia is seen to be due to the 
formation of new bone. It extends into the lower 
third of the tibia considerably below the enlarge¬ 
ment found on clinical examination. In the 
middle third of the tibia this new bone is of 
uniform consistency, but above this level the 
shadow thrown by it is very variable and gives 
evidence of much carious destruction. The shaft 
of the tibia itself is eroded, and in the medulla 
are three irregular lighter patches with narrow dark 
rings of sclerosis round them, showing that the 
disease is more advanced here and has possibly 
gone on to abscess formation. 

The destruction of the epiphysis, the new bone 
formation under the periosteum and its rapid 
destruction when formed, apart from the affection 
of the shaft of the bone itself, make up a typical 
picture of tuberculous disease. Syphilis would 
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have shown much more sclerosis and less caries, j 
though possibly there might have been necrosis 
with sequestra. 

From the history of the onset and from the fact 
that the greatest amount of destruction has been 
in the neighbourhood of the epiphysis, there can 
be little doubt that the disease originally began at 
the junction of the epiphysis with the shaft. This 
bears out the generally accepted statement that this 
is the region usually affected when children’s bones 
are attacked by tubercle or an acute infective pro¬ 
cess. The infection then spread outwards, and on 
reaching the periosteum extended downwards along 
the shaft, its progress towards the joint being pre¬ 
vented by the firm attachment of the periosteum 
to the epiphysis. The disease may have reached 
the medulla in one of two ways, either from the 
periosteum, or by direct extension upwards through 
the medulla from the epiphysial line, but judging 
from the appearance of the skiagram in all pro¬ 
bability the infection followed both routes. 

With regard to treatment, the epiphysis and peri¬ 
osteum are involved to such an extent that there 
is no hope of eradicating the disease by operation 
and yet leaving a useful limb, so that we must adopt 
conservative measures. 

The conservative treatment of tuberculous disease 
of bones and joints consists first of all, and above 
all, of rest. Other things, such as tuberculin 
inoculations, passive congestion and so on, are 
valuable adjuvants, but no more. 

Rest can be secured for the upper extremity by 
putting it in plaster-of-Paris, but this is not enough 
for the lower extremity. In the present case we 
must arrange that not only is the limb kept rigid, 
so that no movement occurs at the knee-joint, but 
also that no weight is transmitted to the ground 
through the affected bone. The best way of doing 
this is by giving the patient a Thomas’s knee-splint. 
When this splint is applied, the knee-joint will be 
fixed by the bandages which surround the leg and 
the splint, and at the same time the weight of the 
body will be transmitted from the pelvis to the 
ground along the splint. As you remember, at 
the upper end of a Thomas’s knee-splint is a large 
padded ring; the tuber ischii rests upon this ring 
and so the weight of the body is transferred to it; 
at the same time the splint is longer than the leg, 
and terminates at its lower end in an iron ring ; thus 
the foot does not touch the ground, and so the 


weight of the body is transmitted directly from the 
pelvis through the padded ring at the upper end of 
the splint, down the splint to the iron ring at the 
lower end which rests upon the ground. For the 
rest, tuberculin inoculations will be given, and if 
possible the child will be sent to a convalescent 
home, where she will be as much as possible in the 
open air, and have plenty of good food and fresh 
milk, with cod-liver oil and malt. If these favourable 
conditions can be realised the prognosis should be 
good, and the child will, I hope, make a satisfactory 
recovery. 

Syringomyelia with Charcot’s Joints. 

This patient, a boy, aet. 19 years, has had a 
swelling of the left elbow for fourteen months. He 
says that it came on gradually and without pain. 
Six months ago he noticed that something seemed 
to be the matter with his right hip. The elbow- 
joint is very much enlarged and its outline is 
irregular; there is a great excess of fluid, but in 
addition some hard bony masses can be felt. Some 
of them are movable, but others are fixed to the 
bones entering into the articulation. Movement is 
fair, flexion is good, but extension is considerably 
limited. The hip-joint also contains great excess 
of fluid, but there is little evidence of new bone 
formation ; on the other hand movement is very 
free, and the apparent shortening of the neck is 
due to absorption of the head of the femur. 

The most striking feature in the case is the entire 
absence of pain in the joints since they became 
affected. That in itself is sufficient to attract our 
attention. Then, again, in the elbow there are 
extraordinary masses of bone which do not seem 
to be limited to the joint itself, but to extend 
upwards and downwards in the neighbouring 
muscles and tendons in addition to involving the 
capsule. So that after rapidly thinking of all the 
common causes of excess of fluid in joints, we 
come to the conclusion that it cannot be one of 
the infective forms of synovitis such as the gono¬ 
coccal, that it cannot be an ordinary traumatic 
synovitis, and it is obviously not tuberculous nor 
yet syphilitic. Can it be an example of that very 
interesting condition first described by Charcot 
and consequently known as a Charcot’s joint ? 
He observed that certain diseases of the nervous 
system, in particular tabes and syringomyelia, were 
occasionally accompanied by a peculiar destruction 
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and deformity of one or more of the large joints. 
The general term “ Charcot’s joint ” includes 
several different forms of neuropathic joint lesions, 
but they may be conveniently placed in one of two 
groups : | 

(1) The hypertrophic. j 

(2) The atrophic. 

In the hypertrophic form there is a consider- * 

able amount of formation of new bone. This 

may occur at the margin of the cartilages in the j 

form of large osteophytes, or in the capsule itself, j 

or even in the muscles and tendons surrounding : 

the joint. With this new formation of bone there 

is a large increase in the amount of fluid in the 

. ! 

joint, the cartilages .are generally worn, and the 

bone itself eroded and eburnated. I 

In the atrophic form there is an enormous dis¬ 
tension of the joint with fluid, which appears very 
rapidly and painlessly, and is associated with great 
relaxation of the ligaments and hence abnormal I 
mobility of the joint. Another very important 
feature in this form is the remarkable destruction 
of the ends of the bones entering into the joint. ; 
The cartilages are first destroyed and then the bone 
itself is rapidly worn away so that in advanced cases j 
the articular ends of the bone almost entirely dis¬ 
appear. There is little or no formation of new bone, j 

Let us therefore investigate the nervous system I 
of this patient and see if there are any features j 
which would lead us to suppose that he is suffering | 
from tabes or syringomyelia. In the first place we : 
notice that not only is the elbow involved, but j 
also the hip. To find the upper extremity involved ' 
in tabes in comparatively rare, while it is commonly j 
involved in syringomyelia. Further, the joints are 
only affected in about 3 or 4 per cent, of the j 
cases of tabes, whereas they may be affected in 
25 or 30 per cent, of the cases of syringomyelia. 
In tabes when there are multiple lesions they are 
usually symmetrical, in syringomyelia asym¬ 
metrical. Another feature which is rather in favour 
of the condition being one of syringomyelia is the 
presence of marked curvature of the spine. This 
is rarely met with in cases of tabes, but is com¬ 
paratively common in syringomyelia. 

Let us therefore examine this patient system¬ 
atically. We first notice the scoliosis of the dorsal 
spine with the curv£ to the left. The curvature is 
considerable, and all the dorsal vertebrae are 
concerned in it 


The most characteristic feature in syringomyelia 
is the loss of the sensations of pain, heat and cold, 
over certain parts of the body, although the sense 
of touch is present and unaffected. This patient 
affords (!s an excellent example of this dissociated 
anesthesia. We find that in certain parts of the 
body he feels no pain when he is pricked by a pin, 
and cannot appreciate heat or cold when we 
apply test-tubes filled with boiling water or ice over 
this area. He still preserves his sense of touch ; 
he knows that something is in contact with his 
skin, but cannot tell whether the object is hot or 
cold, nor does he feel any pain ; but his sense of 
touch is sufficiently accurate to enable him to 
distinguish an object which is pointed from one 
with a blunt end—for instance he can distinguish 
between the point and the head of a pin although 
the point causes him no pain. 

The area in which this loss of sensation to pain, 
heat and cold is found extends more widely over the 
upper part of the body than over the lower as is 
usually the case. It is also asymmetrical; thus the 
area on the left side corresponds to all segments of 
the cord from the second cervical to the third 
lumbar, and on the right from the fifth cervical 
to the eleventh dorsal. 

The muscular system is slightly affected. There 
is wasting of the small muscles of the left hand, 
and weakness of the erector spinae. The reflexes' 
are altered, the knee-jerks on both sides are much 
increased, Babinski's sign is present on both sides, 
and ankle clonus can be obtained on the le^ft side 
though not on the right. There is no incontinence 
of urine, but the patient suffers from a stammering 
bladder. Two other features of interest are scars 
on the left forearm and ring finger of the right 
hand. The scar on the forearm is the result of a 
burn ; it gave him no pain, and hence was not 
noticed at first. The scar on the finger is the 
result of a whitlow, trophic in all probability, and 
an example of a lesion from which these patients 
with syringomyelia are very liable to suffer. 

From this you will see that we have to deal with 
an undoubted case of syringomyelia, and we can 
therefore diagnose the conditions of the elbow and 
hip-joints as examples of a Charcot’s joint occur¬ 
ring in a man who is the subject of syringomyelia. 

It is interesting to see two joints affected in the 
same patient, one in the lower and one in the 
upper extremity, and further, to see that they 
conform to the general rule that when the knee or 
elbow is affected the lesion is of the hypertrophic 
type, whereas in the case of the shoulder or hip it 
is usually atrophic. In this patient the elbow is 
a good example of the hypertrophic, while the hip- 
joint illustrates the atrophic variety. 

October 2yd t 1911, 
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A LECTURE 

ON 

VACCINES IN AURAL PRACTICE.* 

By C. ERNEST WEST, F.R.C.S., 

Aural Surgeon to St. Bartholomew’s Hospital. 

Gentlemen, —When we consider the large role 
which infective processes play in the pathology of 
diseases of the ear, both acute and chronic, both 
suppurative and non-suppurative, and how they 
are the exclusive ^etiological factor in those serious 
and often fatal complications which form the most 
striking incidents in aural surgery, it is obvious 
that these diseases present to us a possible field of 
useful application for the modern methods of 
influencing infective processes by what are called 
vaccines. I have thought it worth while to give 
one of our few meetings to the consideration of 
this subject, and shall endeavour to draw from 
personal experience some conclusions as to the 
usefulness and limitations of the method in this 
sphere. I shall not attempt to speak of the 
theoretical bases of vaccine treatment; they are 
being independently dealt with during the course 
by high authority; and, as regards practice, I shall 
only mention those points which have struck me 
as being useful in personal experience. It will be 
convenient if we adopt to some extent a regional 
division of the conditions which I have found 
more or less amenable to vaccine treatment. 

Starting, then, with the external parts, the pinna 
and external auditory meatus, we have here two 
conditions, one very common, the other less 
frequently occurring, which lend themselves well 
to the method, viz. furunculosis of the external 
meatus and that chronic eczema with thickening of 
the pinna which, when it becomes established, 
gives rise to so much trouble and discomfort, and 
finally to such serious disfigurement. Furuncles 
of the meatus, like those of other parts, are always 
due to staphylococcal infection, and so uniformly 
to the Staphylococcus aureus that it is allowable to 
take this for granted in treatment in the majority 
of cases. Furunculosis has been robbed of its 
very real terrors by vaccine, especially of the 
great probability of recurrences in a series which 

* Delivered to the Post-Graduate Class at St. Bartholo¬ 
mew’s Hospital. 


sometimes used to reduce the patient to the verge 
of despair and to a truly alarming degree of bad 
health. The routine treatment which I adopt in 
these cases is an immediate injection of forty 
million killed Staphylococcus aureus , followed, in 
from three days to a week, by a second similar dose, 
and at the end of the third week by one hundred 
million. In the great majority of cases the 
existent furuncle rapidly clears up after the first 
dose; it may abort entirely, or may suppurate, 
burst, and heal with great rapidity and almost 
painlessly. The sudden healing of a furuncle 
which has burst and which persistently suppurates 
in spite of treatment until vaccine is given is very 
striking. In a few cases subsequent furuncles 
develop; they are as a rule abortive. Some 
patients with a particular weakness in this way 
seem to require an isolated injection of vaccine, 
forty million, about once in six months on account 
of recurrent furuncles of mild type. I well 
remember the first case in which I employed 
vaccine in private for furunculosis ; a lady who had 
lived in India had got into a state of depressed 
health and had suffered from a long series of 
furuncles, which were accompanied by great pain 
and considerable fever. For several months she 
had never been really free from the condition, and 
was worn out with pain and sleeplessness. When 
I saw her first she had a sinus left from one 
furuncle and another in the condition which is 
popularly known as a “ blind boil.” Within forty- 
eight hours from her first injection the old opening 
had healed, and the second furuncle had painlessly 
suppurated, burst, and ceased to discharge. In 
her case, as in several others which I have observed, 
the improvement in general condition which 
resulted after a few injections was astonishing. I 
say without hesitation that vaccine is the best of 
all tonics for those who have been suffering from 
staphylococcal intoxication. 

My experience with the cases of chronic eczema 
of the pinna had been much smaller, but I have 
seen rather marked success here also in a staphylo¬ 
coccal case, the restoration of the subcutaneous 
and perichondrial tissue to their normal appear¬ 
ance being very striking. It must, of course, be 
understood that in all cases the use of vaccine 
does not supersede the ordinary routine treatment, 
but is an addition to it. 

Middle-ear infections .—In attempting to esti- 
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mate the value of vaccine-therapy in uncompli- | 
cated acute otitis media, we meet the difficulty | 
that the great majority of these cases do so well j 
on the older lines of treatment, and that their 
bacteriology is subject to so much variation that 
vaccine treatment is only allowable after the exact ^ 
nature of the infection has been established. This ! 
is equivalent to saying that the incision of the i 
membrane must be carried out unless a perforation 
has already taken place ; in other words, that the j 
conditions which lead in the majority of cases to 
rapid improvement should be established. In a ' 
number of cases things have improved so rapidly, I 
that by the time a vaccine was ready, say two days, ! 
the ear was on the high road to complete recovery j 
and the vaccine has not been utilised. On the other j 
hand, there is a large class of acute otitides which j 
recover without perforation or incision,and of whose • 1 
bacteriology we remain ignorant. The question of 
how far the patient can be safeguarded from the 
danger of suppurative mastoiditis by the use of 
vaccine is an important one, but one very difficult 
to decide, for here again we meet with so large a 
majority of cases which altogether escape mastoid 
involvement, while a considerable majority of 
those with symptoms of early mastoiditis recover 
without needing operation. The proportion of 
cases of mastoid suppuration seems to vary from 
season to season in a curious way, and only a very 
large collective investigation would be of any 
value on this question. On the general a priori 
grounds one would be inclined to attach consider¬ 
able importance to vaccine treatment in these 
cases, but I am bound to confess to somewhat 
disappointing experiences with several cases. I 
may illustrate by a recent example. An elderly 
gentleman developed an acute otitis media in the 
left ear ; perforation took place spontaneously 
before I saw it, but the ear had been scrupulously 
tended on antiseptic lines from the start. The 
discharge yielded a pure streptococcal culture. 
A vaccine was made up and administration 
cautiously begun. There was mastoid tenderness 
even before this, ‘but it amounted to very little, and 
the temperature was only slightly raised. In spite 
of everything the condition in the mastoid slowly 
developed, and after three or four weeks it became 
necessary to open the mastoid. In its interior 
were two distinct collections of pus, and the whole 
of the interior of the bone was softened and per¬ 


meated by granulations. We must, I think, 
conclude that an established infection in the 
mastoid may fail to be influenced as regards its 
termination in suppuration by vaccine treatment. 

On the other hand it has been difficult not to 
attribute success to vaccines in some very serious 
cases of acute otitis. A nurse with acute right otitis 
media was from the start very ill with high tempera¬ 
ture and great general disturbance. Her membrane 
was incised on the second day, and the mastoid 
was opened on the fourth day; it contained pus. 
The condition remained without improvement, 
and blood-cultures showed the presence of a 
streptococcal blood-infection. A vaccine was 
quickly prepared, and the patient passed, within a 
few hours of the first injection, from a critical 
condition to one of level temperature. On the 
other hand, I have seen another precisely similar 
case recover by crisis before the vaccine which 
was in preparation could be administered. 

My conclusion is that vaccines never do harm 
in these cases if given with caution, but that 
nothing should interfere with operation directly 
it appears to be indicated. I do not think that 
anything would have saved the life of the nurse 
mentioned if the opening of the mastoid had been 
delayed. 

The treatment of cases of lateral sinus throm¬ 
bosis illustrates both the use of vaccines and the 
absolute necessity of operation without hesitation. 
I make it an absolute rule to see the sinus, and 
plenty of it, in every case in which there is the 
faintest suspicion of its condition or of the presence 
of extra-dural pus in the posterior fossa. The first 
need in these cases is the most thorough removal 
possible of infection ; nothing short of getting to 
the end of it should be considered. Before the 
patient leaves the table it is my routine to give 
both serum and Vaccine. The serum used is a 
“pyogenes ” serum of a well-known manufacture, 
and the patient receives 40 c.c. immediately and a 
similar dose after twelve hours; in addition vaccine 
is started in doses of five million, a stock Strepto - 
coccus pyogenes being used to commence. My 
own experience has been almost uniform that the 
active organism in lateral sinus thrombosis is the 
Streptococcus pyogenes ; if the zone of advancing in¬ 
fection be investigated this organism will generally 
be found dominant or pure. The patient’s infection 
is investigated, cultures being made from the clot 
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removed, and as soon as possible an autogenous 
vaccine is substituted for the stock preparation. 
The vaccine dose is increased until it reaches one 
hundred million if necessary. The dangers of 
delay in operation may be illustrated by a couple 
of recent cases, both in young girls. In either it 
would have been excusable to hesitate about any 
operation whatever being urgently needed ; in both 
some happy instinct led me to look inside. Both 
recovered with serum and vaccine, one after a con¬ 
siderable febrile period and the development of a 
pleurisy with blood stained effusion and with a 
patch of underlying pneumonia accompanied by 
blood-stained sputum. The gravity of this symptom 
in these cases does not need elaboration. I have 
also seen a patient dead from the late extension of 
thrombosis to the cortical veins, in whom a whole 
series of pulmonary abscesses had been passed 
through and recovered fromunderthis treatment,the 
cavities being smooth and free from any secretion. 
But on the other hand, in spite of everything, this 
patient died of the extension of his infection to the 
cortical veins. On the whole I am confident that 
my results in lateral sinus infections are better with 
the help of vaccines and sera than they were before. 
Taking all cases, early and late, even moribund, 
some 75 per cent, recover. Quite recently I have 
had a series of four, two of them very bad cases, 
which have all got well. 

The possibility of help from vaccines in menin¬ 
gitis and brain-infections is important, and in view 
of the poverty of success which rewards our efforts 
in these cases now, I feel that they should be 
utilised in every suitable case, combined with 
adequate operative treatment. Particularly in 
meningitis 1 am inclined to be hopeful that vac¬ 
cines and sera may be of value, if only we can get 
and diagnose the cases early enough. Drainage of 
the meninges must be combined with these thera¬ 
peutic measures, and the primary focus of infection 
must be removed. Very frequently this is situated 
in the labyrinth. 

In the treatment of chronic suppurative otitis 
media I have little direct experience to give you of 
the effect of vaccines. The infection in these cases 
is multiple, and it is often almost hopeless to select 
one or even several organisms as being principally 
concerned. I have only experimented with vac¬ 
cines here in a very fragmentary way, and have 
been chiefly struck with the immediate and remark¬ 


able success which rewards vaccine administration 
in cases of pyocyaneus infection. The subject is 
one which merits thorough investigation, but the 
work is difficult and means the expenditure of much 
time. 

If we turn now to the non suppurative conditions 
met with in aural practice, the chronic catarrhal 
deafnesses play undoubtedly the most important of 
all parts. Their aetiology is infective in origin, 
though we know little of the actual processes which 
are operative in the tympanum. We may, however, 
rest for the moment on the fact that they depend 
ultimately on naso-pharyngeal catarrh as their basis, 
and that preventive measures must be addressed to 
the cutting short of this condition. In the first place 
anatomical and pathological conditions favourable 
to the continuance of the catarrh must be rectified, 
nasal obstruction must be cured, adenoids removed, 
and so on. In many cases these procedures suffice. 
In others, obviously unfavourable conditions are not 
present, or the condition persists after their recti¬ 
fication, and even after persevering use of lotions, 
sprays, and all the usual methods of treatment. I 
have been interested in the bacteriology of these 
cases, and have found that it is easy to obtain 
mucus from the naso-pharynx uncontaminated by 
either nasal or oral secretions. The step to an 
attempt to treat the condition by vaccines is obvious, 
and I have applied it in a considerable series of 
cases. One or two points of interest in the bacteri¬ 
ology may be mentioned. The most striking fact 
is the immense preponderance of pneumococcal 
infections, either absolutely pure or in obvious 
dominance. . In a series of fifty consecutive cases, 
no less than 70 per cent, were pneumococcal. The 
second great group of cases is due to Staphylococcus 
aureus , which was dominant in 26 percent. ; staphy¬ 
lococci were present in large numbers in over 
40 per cent, of the cases. The streptococci bulk 
less largely, and as the series included only strictly 
chronic cases, catarrhalis was rarely present (8 per 
cent.). Other Gram-negative cocci were present in 
large number in 14 per cent, of cases. The only 
other group of importance is furnished by infections 
by Friedlander’s bacillus. 

In considering the results of treatment by 
| vaccines, we may look at the diminution or cure of 
the post-nasal catarrh primarily, and at improve¬ 
ment of hearing as a secondary consequence which 
may follow, but which cannot very well be hoped 
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for unless the post-nasal condition is favourably 
affected. I must confess at once to having no 
great measure of success to record ; yet certain 
examples have forced one to feel that there must 
be more in it if the best methods could be , 
found. VVe have, of course, to contend with a 
very chronic and no doubt a very attenuated 
infection, living almost entirely as a saprophyte 
in the layer of mucus, which it renders just 
sufficiently toxic to keep up the catarrh, while 
never calling up such a response as would lead 1 
to the cessation of the infection as in an ordinary t 
acute cold. In the pneumococcal cases especially 
there is very little visible congestion, and often 
only small quantity of secretion present, and it is 
conspicuously in these cases that the method has 
in my hands failed. I have taken these patients 
up to enormous doses, numerically, of autogenous 
vaccines with no results whatever ; I have given 
stock pneumococcal vaccines made from a mixture 
of virulent strains up to large doses; and in nearly ; 
every case the final resujt has been that the 
pharynx still gave a rich pneumococcal culture, 
and that the condition was unchanged. With 
mixed infections in several cases I have found the 
pneumococcal element survive, while the other 
organism, e.g. Friedlander, disappeared entirely. 
The staphylococcal cases have most of them shown 
marked improvement in the catarrh ; catarrhalis 
and Friedlander cases do well, the infection in 
many cases entirely disappearing from the post¬ 
nasal space. 

When we turn to the effects on hearing there is 
only a small number of successes to record. Many 
of the patients, of course, had suffered from 
marked deafness for very long periods, and in every 
instance those cases which improved by operative 
or other treatment were eliminated, so that the 
results are those of vaccine treatment on very 
unfavourable examples of deafness. In two or 
three cases only have I seen any surprising improve- | 
ment; in others there has been some gain ; in the 
majority no effect whatever on hearing could be | 
traced. The improvement in the post-nasal 
catarrh, on the other hand, which took place in a 
considerable number of instances, cannot but help 
to preserve such hearing s remains, and it is | 
conceivable that ultimately their condition may be 
much better than it would have been without 
this form of treatment. In several cases of 


relapsing colds with deafness, too, the freedom 
from recurrences has been very striking. 

In giving the vaccines in ail the conditions I 
have mentioned, no attempt has been made at 
control by the opsonic index. The initial doses 
are always small, the first injeciion of pyogenes 
vaccine in a streptococcal case, for example, being 
always limited to five million. The repetition and 
increase of the dose has been conducted on the 
results of experience, and of observation of the 
individual patient, and the response, if any, to 
the last dose. I have very little belief in the need 
for more elaborate methods. 

October 2 ^rd, 1911. 


Hysteric Hip Disease.— Broca analyses the 
features of four typical cases of pain and lameness 
in the hip-joint of hysteric origin, emphasising the 
special differential points. Among these is the 
lack of any difference between the aspect of 
the two hips and lack of the compensating pro¬ 
cesses in the pelvis and spine when the limb is 
flexed. Also the possibility of flexing the limb 
when the patient’s attention is diverted and the 
physician gently and very gradually flexes the knee 
on the abdomen. The patient seems to feel a 
| pinching of the skin as painful as forcible pressure 
( on the head of the femur. In one of these cases, 
the patient, a girl, ast. 10 years, had pronounced 
I adduction and flexion of the left leg. Seated on 
the edge of the table, there was no trace of 
scoliosis. She was unable to walk, but the 
physician told her that this was because her knee 
had lost its strength and bends, and that she could 
walk if her knee was held stiff. Holding the 
knee stiff he encouraged her to take a few steps, 
which she found she could do without pain as long 
as the knee was held quite stiff, and she was kept 
walking while he gradually ceased to hold the knee 
without her perceiving this. When she found that 
she was walking without aid the cure was complete. 
Inquiry in the environment of such cases always 
revealed someone with a hip affection causing 
lameness and pain, and there was generally a 
history of some old slight affection involving the 
hip or leg. In the above case there was a trace of 
atrophy of the muscles, possibly relics of some 
torpid paralysis in early life, and subconsciously 
calling attention to that limb. Another differential 
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point in hysteric coxalgia is the instability of the j like the lymph-nodes can hardly be a sound 
tender points and the inconsistency between the ! resource. 

intensity of the pain on slight contact while forcible ! Disintoxicating Action of Fresh Serum.- 
deep pressure may be unnoticed. The tranquil Dold says of the action of fresh serum G n toxic 

expression m companson with the intensity of the | organic extracts that not all fresh sera can paralyse 
pain, the peaceful sleep at night with none of the latter In most cases the sera must be of 

the paroxysmal cries during slumber of organic homo]ogous source . Kaolin absorbs the toxins of 
disease, and the fact that when the lame child is the organic extracts . Fresh serum when passed 

told to stop she rests on whichever leg she happens through porcelain filters no longer acts on the toxic 
to be standing on at the time-all these suggest extracts The disintoxicating action is probab i y 

hysteria. Another sign is that the child keeps the i that of an ant iferment. Attempts at immunising 
affected knee stiff when asked to pick up something ; by the useof homo i ogous organ tbxins have failed, 
from the floor, while the hip is bent without effort, j Xhe animals died of progressive intoxication. 
The little patients do not know that this is the j Toxins may be obtained from organs by simple 

reverse of what occurs with organic disease. In ! immersi on in saline solution for two hours. The 
one of the cases described true organic disease organs need only to be incised . 
was accompanied by hysteric lameness and pain, 

but radiography and examination under chloroform Treatment of Diphtheria. Hoesch believes 
gave negative organic findings until the head of the * n ear ^ est possible injection of antitoxin. He 

femur broke through. In treatment of hysteric g ives from 1000 to 2000 units in mild cases - 3 ° 00 
coxalgia, Broca warns against any suggestion that to 4 °°° in medium and severe cases. He has 

treatment will have to be long continued, and he & iven hi 8 h doses in a11 forms of the d,sease ’ eitller 
warns especially against immobilisation. When ! as a hi S h single dose or by repeating the ordinary 
the confidence of the patient is gained, the cure | initiaI dose - but has enounced this practice since 
predicted by^ some slight brief treatment is soon ! tbe s ' ze tbe dose does not a (^ ect course of 
realised, and the hospitals witness many cases of i tbe disease, *• e • does not make it clinically milder, 
such instantaneous cures of both hip and pelvis I ResuIts obtained by experiment, in which adren- 
trouble.— -Journ. AM.A., vol. lvii, No. 15. ! alin is made to antagonise the tendency to heart 

j failure, are not in evidence at the bedside. In 
====== | certain cases the patient is doomed in advance, and 

Yon Pirquet’s Reaction and Tuberculin nothing can arrest the disease. A very large 
Therapy in Surgical Tuberculosis. — Wilms material is tabulated. Before the introduction of 
states that in, the fungous forms the reaction is antitoxin about 37 per cent, of all cases ended 
negative, this arguing favourably, although in fatally and of operative cases about 57 per cent, 
certain abscesses and fistulas it merely signifies that J Since antitoxin these percentages have been 
patients have become cachectic. Tuberculosis ! reduced to about 15 and 40 per cent, respectively, 
therapy is not essential for cases showing a strongly ' The lowest annual antitoxin mortality was 10 
positive reaction. With weak or negative reaction j per cent, and the highest 22 per cent. The 
it is a strong assistant to natural resources. A ■ incidence of the disease varies greatly—from 
combination of tuberculin, X rays, and geneml 279 to 702 cases annually. Of late years the 
hygienic resources is the best treatment for surgical average number of antitoxin units given per head 
tuberculosis. The author looks forward to the has been recorded, and it appears that for the past 
day when conservative measures will supersede ■ four years considerably more antitoxin was required, 
active intervention. The idea that foci must be , or at least was exhibited, as compared with previous 
extirpated or destroyed in order to prevent gene- I years. The percentage of cases requiring operation 
ralisation, he does not believe to be sound. Con- has been cut in two since antitoxin was introduced, 
servative measures raise the resistance and thus — Med. Rec.,v ol. 1 , No. 15. 
accomplish the same results; and without these 

measures surgical intervention cannot guarantee j ===== 

against extension. Extirpation of defensive organs 
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THE DANGER OF THE HOUSE¬ 
FLY.* 

By F. M. SANDWITH, M.D., F.R.C.P., 

Gresham Professor of Physic. 

LECTURE I. 

In the time of our forefathers, when a man was 
attacked by disease, the calamity was looked upon 
as a stroke from above. Mercury, in Greek myth¬ 
ology, dealt out punishment in the shape of such 
suffering and then taught others to relieve it. It 
is not so long ago that, even in this country, people 
spoke of illness as an affliction sent by Providence to 
chastise poor mankind, and as such we were bound 
to accept it meekly. When Jenner proved that 
vaccination could protect against smallpox, many 
divines preached from the pulpit that to protect 
yourself against a visitation from heaven was 
impious conduct. 

But we have learnt to take a higher view of the 
ways of the Deity, and to believe with the old 
Greek that nothing but what is good, comes from 
above—the power to heal, not “injury to the 
lowest by an act of the Highest.” If we are 
smitten it is through ignorance or vice, but 
chiefly through ignorance. 

It has always been the concern of the physician 
to find out the cause of disease. He is not 
satisfied with the study and treatment of sym¬ 
ptoms ; he must search deeper and find out what 
has led to the condition of things which he is 
called upon to cure. For this he now relies more 
and more upon the laborious and patient investiga¬ 
tions carried on in laboratories by the bacteriologist, 
zoologist, and chemist. The different branches of 
science work hand in hand, and what is a gain to 
one is a gain to all. 

When Pasteur’s genius succeeded, after years of 
minute study, in establishing the truth that there is 

# Two Gresham Lectures. 
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no such thing as spontaneous generation, but that 
the air we breathe contains innumerable and 
infinitesimal living organisms, he not only made 
a discovery invaluable in the realms of pure 
chemistry, but he conferred on medicine a 
knowledge which has had results absolutely 
revolutionary in character. 

The financial benefactors of our great hospitals 
do not take this question sufficiently into account 
when they stipulate that their money should be 
confined absolutely to the use of the hospital 
wards. If scientific laboratories could be more 
generously endowed, their work would be extended 
and yet greater results would be achieved. Money 
given to hospitals benefits hospital patients, and 
there is no cause for complaining of the wealth now 
devoted to this cause in this country. But rich 
donors do not seem yet to have grasped the initial 
fact, which is well known in the United States, 
that research work must also be endowed and 
supported in order that patients may benefit by 
the result of new discoveries. Those who love | 
their fellow men are therefore short sighted in con- j 
fining their gifts to hospital practice, and forgetting 
that all such modern practice depends on scientific 
research. 

It has of late years come to pur knowledge that 
a large number of diseases, the causes of which 
have been obscure, are brought to us through 
insects or lower forms of animal life—protozoa, 
worms, and other parasites—and we must trespass 
into the realms of zoology to understand in what i 
manner and to what extent these creatures play an 
important part in the distribution of certain diseases. 

In these lower forms of animal life it is often 
difficult to determine to which group an organism 
belongs—is it animal or is it vegetable? It is a 
matter for the zoologist or for the botanist, and in 
the text-books it is not unusual to find that both 
sciences may claim the same species. 

We are surrounded and inhabited by a very large I 
number of animal parasites, but as most of them do 
us no harm we ignore their presence and live very 
happily in their company. It is only under certain 
adverse conditions that they become obnoxious by 
multiplying too rapidly and causing discomfort or 
disease, or by invading parts of the body where 
their presence causes trouble. 

There are said to be from two to five times as ! 
many insects in the world as all other kinds of 


animals combined, and when we stop to consider 
the thousands which are visible on a sultry day, 
and the hundreds of different species familiar to us 
all, it is easy to understand what a serious con¬ 
sideration they are in the scheme of life. 

Although insects have always been known as 
pests when they exceed their legitimate numbers 
or come out of what we choose to consider their 
proper surroundings, it is only of late years that we 
have come to realise what dangerous enemies they 
may become to our health and happiness, and to 
life itself. Can we even guess at the enormous 
number of human lives sacrificed in the world, year 
by year, by such diseases as malaria, sleeping-sick¬ 
ness, plague, infantile diarrhoea, and many others 
which are spread, either entirely, or to a great 
extent, by the activity of mosquitoes, flies, fleas, and 
other insect pests? 

Of the nineteen orders of insects those we will 
consider to-day are some species of the Diptera or 
two-winged insects, which include mosquitoes and 
the various flies with which we are all familiar. 
These, again, may be divided into the aggressive 
disease carriers, the biters, and the passive carriers, 
or non-biters. Among the former are the mosqui¬ 
toes, certain species of which, if infected, carry the 
micro-organisms which cause malaria, yellow fever, 
dengue and elephantiasis. Whilst biting man, in 
order to suck his blood, they inoculate these micro¬ 
organisms through their proboscis into his circula¬ 
tion. But we who live in temperate climates may 
congratulate ourselves that we have few species of 
biting Diptera, and those which do torment us are 
very seldom dangerous, though often obnoxious. 
In tropical countries the fly pest is a much more 
formidable question than it is with us, for not only 
does their number make life at times almost 
intolerable, but fly-borne diseases may devastate 
a country. 

The vast majority of Diptera have mouths 
incapable of piercing the skin, and yet they are 
extremely active in mechanically carrying disease 
germs, either externally, on their feet and bodies, 
or in their dejecta, and in depositing such germs 
directly on the lips or eyes of people, into wounds 
or on to food which is subsequently swallowed. 
I propose to give you in the first place an 
account of the life-history and habits of some 
insects known to us all which may put you on 
your guard against enemies you have so far thought 



The Clinical Journal. ] 


DR. SAND WITH. 


[Nov. 1,1911. 51 


of, perhaps, only as inevitable nuisances to be 
tolerantly dealt with, but which I want you hence¬ 
forth to regard as pests against which unceasing 
war should be waged. 

How often have we scolded a child who, with 
his instinctive love of destruction, has killed flies 
on the window-pane? Yet, provided he kills them 
without torturing them, his work has been of much 
greater value to humanity than ours, when we have 
benevolently rescued a fly from drowning in the 
milk jug. 

In the Rev. Laurence Sterne’s immortal work, 

4 The Life and Opinions of Tristram Shandy, 
Gentleman/ written in 1759, we read that : 44 My 
Uncle Toby had scarce a heart to retaliate upon a 
fly. 4 Go/ says he one day at dinner to an over¬ 
grown one which had buzzed about his nose and 
tormented him cruelly all dinnertime, and which, 
after infinite attempts, he had caught at last as it 
flew by him, 4 I’ll not hurt thee/ says my uncle 
Toby, rising from his chair, and going across the 
room with the fly in his hand, 4 I’ll not hurt a hair 
of thy head. Go/ says he, lifting up the sash and 
opening his hand as he spoke to let it escape, 

4 Go, poor devil, get thee gone. Why should I 
hurt thee; this world surely is wide enough to hold 
both thee and me.”’ 

And yet the house-fly, the Mu sea domes tica , 
whose life we have often spared, is just one of the 
enemies 1 am speaking of, harmless in appearance 
and innocent of stinging or biting, but often a 
secret transmitter of some of our w^orst foes. 

The three kinds of flies common in our houses 
are the Musca domestica , already mentioned, the 
blue-bottle fly, and the Sfomoxys calcitrant , the 
biting-fly. There is also a smaller fly resembling 
the house-fly except in size, which appears early in 
the year, and is often erroneously supposed to be 
a small specimen of the house-fly, which it is not. 
When the house-fly appears it drives away its 
weaker cousin. The common house-fly prepon¬ 
derates so largely over every other kind of fly in 
and around dwelling-houses that we will consider 1 
it first. It arrives somewhat later in the year than 
the other common species, and remains till late in 
the autumn or till the frosts appear. Since the 
importance of the house-fly as a conveyer of disease 
has come to be suspected its habits have been 
carefully observed. 

In the years 1907 and 1908 arrangements were 


made by the medical officers of the London County 
Council for fly-papers to be exposed in houses and 
shops in the neighbourhoods of collections of 
house refuse, of stable manure, and of cowsheds, 
and the flies thus caught were carefully examined, 
counted, and divided into species. It will give 
you some idea of the number of flies in such 
localities if I tell you that upwards of 5000 flies 
were caught on seven fly-papers exposed in one 
room of a small general shop in London for 
seventy-two hours, and as little relief was afforded 
by the capture of this swarm, it is evident that 
more papers would certainly have caught more 
flies. 44 The room in question,” says Dr. Hamer, 
44 was a small one, about Soo cubic feet in capacity, 
and as fast as flies were caught others streamed in 
to renew' the supply, so that, had fresh fly-papers 
been continuously available, there can be no 
doubt it would have been possible in seventy-two 
hours to collect a solid mass of flies of no incon¬ 
siderable dimensions.” At one depot, where 
rubbish had been shot in 1907, but which had 
been closed for the purpose in 1908, there were at 
least six million fewer flies in 1908 than in 1907 
in houses within a radius of 200 yards from the 
depot. 

The blue-bottle fly (Luci/ia sericata) is not a 
regular inhabitant of dwelling-houses, but it is 
attracted by food, which k seeks for its progeny. 
It may be responsible for disseminating some 
infectious diseases, such as anthrax or wool- 
sorters disease, as it frequents dead animals and 
meat. 

The biting-fly, the Sfomoxys calcitrant , some¬ 
times called the stable-fly, closely resembles the 
house-fly, and you will sometimes be told that it is 
the same insect which suddenly develops a taste 
for human blood. But this is not so; the house¬ 
fly is incapable of biting, whilst the biting-fly has 
a piercing proboscis with which it penetrates the 
skin of animals and men to obtain the blood, 
which is its food. It is closely related to the 
tropical glossina or tsetse-fly, and is suspected by 
some to be an agent in transmitting sleeping-sick¬ 
ness from one patient to another in those countries 
where the illness occurs. It is common in England 
in country cottages in September, but earlier in the 
summer it keeps more to the open fields, and in 
the winter it retires into stables and cowsheds. 
The larvae which emerge from the egg are similar 
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to those of the house-fly ; they live in excremental 
matter and decaying vegetable refuse which is in 
a fermenting condition. 

The fly which is of most importance to us is 
the house-fly, whose structure and habits require 
explanation. The body of the fly is composed 
of three parts—(i) the head, (2) the thorax or chest, 
and (3) the abdomen, "the three pairs of legs and 
the two wings are in the middle section. The leg 
is divided into five distinct segments. On the 
upper four there are minute hairs, which the fly 
uses to brush his wings—an action which everyone 
must have observed. The last segment of the leg 
is a foot, which is again divided into five joints, 
the final one being provided with an apparatus 
enabling the insect to walk upon what appears to 
us to be a perfectly smooth surface. This apparatus 
consists of two claws, with which the fly can clutch 
any minute eminence, and underneath the claws 
are two pads furnished with innumerable hairs. 
At the end of each hair is a tiny expansion which 
is kept moist by an exuding fluid, and thus each 
hair serves as a sucking disk. The alimentary 
canal of the fly is important to us, because it is 
now generally supposed to be the means by which 
some poisonous bacilli are carried from one place 
to another. 

The gullet passes from the proboscis, through 
the cephalic ganglion and neck, into the thorax. 
At the junction of the anterior and the middle 
third of the thorax it divides into two parts ; the 
first, the crop duct, is continued backwards into 
the anterior part of the abdomen, and becomes 
expanded into the crop, and the other passes into 
the proventriculus. Beyond the proventriculus is 
a ventriculus or chyle stomach, followed by the 
intestine and rectum. The exact function of the 
proventriculus is uncertain, but it probably acts as 
a valve which is shut at the beginning of the meal 
in order to allow the food to pass first into the 
crop. The crop can be considerably distended, 
and after a time it opens and allows the food to 
pass either directly from the proboscis into the 
intestine or from the crop into the intestine. The 
crop acts as a large receptacle which can be filled 
rapidly, so that the fly can obtain in a few seconds 
sufficient food to keep it alive for several days. 

In some insects, such as mosquitoes, a cyclical 
change takes place in the parasite within the 
body of the insect, but the house-fly is a mere 


carrier of certain bacilli such as those of enteric 
fever and anthrax. The insect possesses some 
means of retaining the bacilli externally, or else the 
bacilli pass through the alimentary tract of the 
insect and yet remain virulent. 

After gorging with food, flies exude from the tips 
of the proboscis large drops of fluid food, and these 
drops are expelled and withdrawn several times. 
Apparently the much-distended crop becomes 
uncomfortable and the fly regurgitates to relieve 
the distension. Other flies are often seen to suck up 
this matter. This habit is of great importance to 
us, because when flies have fed on infective matter 
these spots of regurgitated fluid contain large 
numbers of infective organisms. The fluid is also 
used for another purpose, that is, for moistening 
sugar or other dry matter which the fly is feeding 
on. Dr. Graham Smith, whose minute observations 
on the ways in which artificially infected flies 
carry and distribute bacteria, are of great value to 
this study, tells us : “ A fly was very carefully 
watched sucking an apparently quite dry layer of 
sputum. It put out large quantities of fluid from 
its proboscis; it seemed to suck the fluid in and 
out alternately, till a fairly large area was quite 
moist. Then as much as possible was sucked up 
and the fly moved to another place.” It is not 
necessary to enlarge upon the importance of this 
common action in the fly. We have no guarantee 
i from where our visitor on the sugar-bowl has come, 
with what filth or dangerous bacteria he has 
previously filled his crop, material which he 
proceeds to regifrgitate upon our food in order to 
moisten it for his own nourishment. 

But this is not the only danger from flies. To 
anyone who has watched flies on the window-pane 
or the ceiling it must be a familiar fact that count¬ 
less fly-spots are left on their tract, and these are 
deposits from the intestine, of which each fly leaves 
on an average fifteen to thirty in the twenty-four 
hours. Now it has been proved that typhoid, 
tubercle, anthrax and other bacilli, when swallowed 
by the fly, remain virulent in the body of the fly 
for many days, and in this poisonous condition 
they may be deposited upon food which we are about 
to eat. Each such droplet coming from a fly 
which has been feeding on infected matter contains 
thousands of bacteria. 

Also, bacilli are carried on the hairy legs of the 
fly and occasionally infect other matter. Thus 
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Dr. Graham Smith gives anthrax as an illustration, 
the bacilli of which were isolated from the legs ( 
of two flies which had fed on the carcase of an 
anthrax-infected animal. A culture was obtained ! 
from the fly's legs, and in each case this culture 
was found to produce virulent anthrax when 
injected into guinea-pigs. Fortunately bacilli do 
not remain alive more than a few hours on the 
external parts of a fly. It is what a fly sucks up 
and either regurgitates or reproduces from the 
alimentary canal which is the chief danger to man. 
In order to test their powers of conveying disease, 
flies have been artificially infected by feeding them 
in cages on typhoid or other pathogenic material, 
and it has been proved over and over again that 
they can convey living bacteria from one place to 
another. Besides these artificial infections, it is 
certain that they do become grossly infected under 
natural conditions, and when they have been 
examined dangerous bacteria have been isolated 
from them. 

In studying the habits of the house-fly it is 
necessary to consider the breeding-places of this 
pest, for it is just the places the flies choose which 
constitute so much of their danger. The female 
fly lays about eighty eggs three or four times in her 
life of a few weeks, and the young fly matures so 
rapidly, in her turn again to lay her eggs, that it has 
been calculated that a single fly may, in one season, 
be the ancestress of over two million descendants. ; 
No wonder there are such swarms of these creatures 
always at hand wherever dirt or decaying matter is 
to be found. Fortunately for us a drought, flood, 
birds and other hungry ahimals all serve to keep 
the enormous output of flies within limits, but in 
spite of these their number is legion. 

Suitable breeding-grounds are always to be found, 
for what the fly seeks is matter which is neither too 
dry nor too wet, where the larva, when it comes out 
of the egg, can find plenty of food. Heaps of horse- 
manure are the favourite breeding-grounds in this 
country, but wherever there are accumulations of 
moist filth, especially where fermentation is proceed¬ 
ing, there are thousands of larvae and pupae. Heaps 
of moist decaying vegetable and other kitchen 
refuse suit the purpose of the fly very well, for 
fermentation and warmth assist the growth of the 
larvae. English flies breed from June to October, 
and, in exceptionally warm weather, also in winter, 
at least when they can find shelter from cold. A 


single night of frost destroys millions of flies in the 
less sheltered places. Most of the eggs are laid in 
August and September. 

The eggs are hatched in a warm atmosphere in 
from eight to twenty-four hours, and the larval life 
may only last five days. When the larva is full 
grown it measures 2 mm., or about in. long ; 
it then ceases to feed and turns a creamy yellow, 
contracts, with both ends rounded off, and becomes 
the pupa, of a rich reddish-brown colour, measuring 
6 mm., or -) in. In about three days the perfect 
fly emerges, full grown, and is ready for pairing. 
It escapes from the pupa by inflating a sac which 
is in the front part of its head between the eyes. 

“The whole life - history, therefore, may be 
complete in so short a time as eight days when the 
larva? are kept at a constant high temperature from 
75 0 to 85° F.” 

What are the larvae fed on ? Almost entirely on 
the excremental matter in which they are hatched. 
Flies bred in heaps of horse- or cow-manure do 
not convey typhoid fever, but when their breeding- 
ground contains typhoid bacilli from human 
patients these flies are a source of infection all 
their lives. 

We should allow no accumulation of house 
refuse or filth near houses. If canal barges or 
railways cannot remove the refuse sufficiently fast, 
destructors should be provided. We have seen 
that the larval life of the fly lasts eight days. If all 
manure or other refuse were removed within that 
time it would give the fly no time to mature, and 
the process of removal would probably kill the 
larva?. By destroying the breeding-places the 
nuisance can be kept under, so the need of 
regulating the sanitary conditions of stables is 
obvious, and the sanitary officials must have the 
power to enforce the removal of manure at frequent 
intervals. It has come to be realised that the fly 
nuisance of cities is, to a large extent, due to the 
neglected condition of stables. But great diffi¬ 
culties are experienced by local authorities in 
enforcing the by-laws of the London County 
Council for the removal of offensive refuse from the 
proximity of houses. Occupiers claim the right 
of keeping house refuse on their premises for 
an indefinite period ; and again, contractors, in 
many instances, claim an established right to 
deposit refuse, street sweepings, and stable manure 
within the prohibited distance. But these diffi- 
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culties will be gradually overcome, and must be 
overcome. As Sir Shirley Murphy, Medical Officer 
of Health for London, has pointed out, it is not 
only a question of disease transmission, for the 
physical discomfort, the irritation and dirt of a large 
numbers of flies are reasons enough to stir up 
people to a greater activity in ridding towns of this 
pest. 

He tells this story to point out what visitants we 
meekly submit to welcome to our tables: “ A 
visitor in an hotel at an American health resort, 
where the dry method of disposal of sewage was 
adopted, is said to have complained of the plague 
of flies in the sanitary offices (earth closets). He 
was advised that experience showed the condition 
of the offices was less open to objection during the 
hours when meals were being served, as the flies 
were then attracted to the hotel table.” This story 
needs no comment. 

I now want to point out the connection between 
two particular diseases and flies—the summer ! 
diarrhoea, or enteritis of children, and ophthalmia. 

Diarrhoea has been exceedingly prevalent this 
summer when we had exceptional heat and an 
exceptional number of flies. In the Bethnal Green 
Infirmary the number of cases of enteritis in infants 
admitted during August and September was 92, 
while the number during the same period last year 
was only 22. From the St. Marylebone Infirmary 
I have received the following figures, giving the 
number of cases admitted during the last five 
years: In 1907, 16cases; 1908,9; 1909, 20; 1910, 

21 ; and 1911, 56 cases. In the weekly return of 
deaths in London dated July 29th of this year the 
number of deaths from infantile enteritis, which 
had been only 23 at the beginning of July, had 
already risen in the last week to 158, and by the 
end of August the alarming figure of 635 was 
reached. The deaths in London for the week 
ending August 26th were 1646, being 469 above 
the average deaths in the corresponding week of 
the previous five years. 

Dr. Nash was one of the first medical observers 
to call attention, in the year 1902, to the remark¬ 
able coincidence between the prevalence of 
summer diarrhoea of infants and the appearance, 
increase, and disappearance of flies. This disease, 
also called summer cholera, or English cholera, is 
dreaded by all who have known its ravages during 
a hot summer in the crowded houses of the poorer 


parts of great cities. It chiefly attacks young 
s infants, especially during the teething stage, gene¬ 
rally has a sudden onset, a rapid course, and, too 
| often, a fatal ending. It attacks not only the 
frailer child, but just as often the sturdy, healthy 
infant. The child suddenly looks and becomes 
alarmingly ill, vomits incessantly and suffers from 
severe diarrhcea. In a few hours he is hardly 
i recognisable, white, hollow-cheeked, pinched and 
thin, his skin is lying in loose folds. There is no 
acute pain, but the little patient suffers from 
intense thirst, and no liquid or food can be 
retained. The temperature rises to 104° or 105° F., 
j and in fatal cases great restlessness is followed by 
semi-consciousness, collapse and death. The ill¬ 
ness only lasts a short time, from a few hours to a 
few days, and the prognosis is always gloomy, 
though many babies recover. That is the story of 
the illness, and until lately doctors were inclined 
to attribute the disease to hot weather and milk 
infection, without, however, deciding how the milk 
became infected. Doubts as to the cause arose 
when it was found that breast-fed babies were also 
attacked, though in fewer numbers. 

In a paper read before the Epidemiological 
Society in 1903, Dr. Nash suggested that flies were 
1 responsible for the spread of the disease, due to 
! their habits of settling first on filth of all kinds, 

! and then on milk and on other food supplies. 

| The years 1902 and 1903 were very wet, and flies 
were not prevalent, for excessive wet hinders their 
development; simultaneously the summer diar¬ 
rhoea was much less prevalent than usual. “ In 
the early part of September, 1902,” Dr. Nash 
continues, “ flies became prevalent, and coin- 
cidently diarrhcea, which had hitherto been con¬ 
spicuous by its absence, caused thirteen deaths in 
Southend. Then came a spell of cold weather ; 
the flies rapidly diminished in numbers, and no 
further deaths from diarrhoea were recorded.” He 
also found that the majority of deaths occurred in 
the vicinity of some brickfields, where some thirty 
tons of house refuse were daily deposited, dirt in 
which the flies found an excellent breeding-ground. 
He pointed out the certain danger of flies carrying 
infective material from such dirt straight to un¬ 
covered milk-jugs or bottles. Certainly flies are 
not the only factors in the spread of such diseases ; 
infected hands or dust may also play their part, 
but the more their habits are known, the more 
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does it become evident that flies play no small 
part in their spread. 

Dr. V. J. Glover, of Liverpool, was puzzled to 
know how breast-fed babies could become infected, 
and he states: “In the year 1904 I noticed that 
while my own infant was sleeping in the garden, 
with his mouth open and full of saliva, as infants’ 
mouths usually are, several house-flies were not 
only on his lips, but actually in his mouth ! The 
child was subsequently attacked by a most virulent 
diarrhcea. This was in August. From this time I 
focussed my attention upon the house-fly. I found 
that the majority of cases of diarrhoea occurred 
among the working classes. The conditions 
amongst them entail that the kitchen, which is 
always small, hot and stuffy, is, besides being 
the cooking-place of the family, also the one 
and only living-room by day. Food is practically 
never off the table ; the milk-jug and sugar-bowl 
are at all times in evidence. The kitchen and 
scullery consequently by their temperature and 
contents attract the house-fly. I have been 
conducting observations during and since 1904, 
and I find that wherever there is summer diarrhcea 
in a house there are also house-flies in abundance, 
particularly in a working man’s house.” 

The great difficulty in convicting the house-fly 
as the disseminator of this disease is that the 
specific micro-organism causing summer diarrhcea 
has never been satisfactorily isolated, and therefore 
we cannot search for it in, or on, the fly. But 
Morgan has lately found a bacillus which certainly 
occurs in the greater number of cases, and which 
has produced diarrhoea when injected into rats 
and monkeys. This bacillus was found in flies 
surrounding cases of the disease. 

The correspondence in the curves of the diagram 
which you will see on the lantern-screen, showing 
the extent of summer diarrhoea and the number of 
flies, tallies to such an extent that it is, in itself, 
convincing, and the fact of the diarrhoea diminishing 
before the flies decrease in number is probably due 
to the fact that flies, although still existing in 
large numbers, lose their activity directly the 
cold weather begins, and therefore become less 
mischievous. 

Now let us turn to ophthalmia. 

Flies will generally search for moisture, and this 
may be the reason why they love to find their way 
to the eyes. No one who has not seen it can 


picture the horrid spectacle of flies in Egypt 
clustering round the eyes of children. The children 
in that country seem to be so used to the*discom- 
j fort that they do not trouble to brush away the 
■ pests, and the flies can be seen literally blackening 
their faces, thirty or forty of them swarming round 
the eyes. When the eyes are diseased and dis¬ 
charging flies accumulate more than ever, and 
1 when they have gorged themselves and have become 
carriers, externally and internally, of living microbes 
, they fly to the next face and attack it. It is not 
surprising to find that what goes by the name of 
| “ Egyptian ophthalmia ” is spread far and wide 
1 throughout the country by dust, dirt and flies. 

In 1907 the official census showed that Egypt 
J was “ nine times as much affected with blindness 
as the coloured population of the most affected 
, State (Idaho) in America, and fifty-five times as 
I much as the average in the United States.” 

I In 1903 Sir Ernest Cassel placed a sum of 
^40,000 at the disposal of Lord Cromer and the 
Egyptian Government for ophthalmic relief in that 
country. The form the relief took, by the advice 
I of a committee, was the establishment of two 
, travelling ophthalmic hospitals, which move from 
j place to place so as to carry the gospel of cleanli¬ 
ness to the people most in need 1 of it. These 
i moving camps are in charge of a competent English 
oculist, but they have to close during the long 
summer months, because operative work becomes 
impossible owing to the heat, the dust, and the 
innumerable flies. Many thousand cases are 
treated during the cool weather, though thousands 
of others have, unfortunately, to be turned away 
for lack of time. 

European children’s eyes are protected from 
' flies in Egypt, and their eyes are carefully washed 
with boracic lotion every day, but many cases of 
ophthalmia do occur among them in spite of pre¬ 
cautions. 

It must not be thought that flies are the 
principal cause of ophthalmia in Egypt or in any 
country, but they are evidently one of the causes. 

: To find out how much this disease is prevalent in 
a country, it is convenient to examine the school 
children. When contagious ophthalmia, which is 
chiefly an inflammation of the eyelids, becomes 
chronic, it is technically called “ trachoma,” and 
j the Egyptians know it under the name of “ fleshi¬ 
ness,” from the chronic swollen condition of the 




56 The Clinical Journal. ] 


DR. SAND WITH. 


[ Nov. 1, 1911. 


lining membrane of the eyelids. Trachoma is 
ubiquitous among Egyptians, and apparently 
affects m^re than 90 per cent, of the population, if 
we can judge by the examination of several schools. 
The spread of the disease in Egypt is favoured by 
the extraordinary density of the population, which is 
939 P er square mile and is greater than that of any ; 
European country, for Belgium is the most densely j 
populated with only 588 per square mile. 

Contagion in Egypt is chiefly spread by the 
fingers and by the clothing, for the women, in 
default of pocket-handkerchiefs, wipe the children's 
eyes and their own with the tail of their robe. 
Acute ophthalmia occurs at all times during the 
year, but is more prevalent in the summer months, 
when flies are numerous and when the microbes 
are specially active. 

In addition to flies and uncleanly habits, 
aggravated by the difficulty of fetching water from 
the Nile or from the nearest canal, there is always 
dust as a fertile source of ophthalmia. There is 
dust in the crowded huts of crumbling mud in 
which the poorer peasants sleep with their cattle, 
dust outside the huts in the village paths, which 
are neither paved nor watered and are continually 
ground to powder by the trampling of the cattle, 
which are driven in every night from the fields for 
fear of thieves, and this dust is blown by the wind 
till it permeates the whole atmosphere, even of a 
well-constructed house. 

A quiescent trachoma is awakened into dangerous 
activity by an attack of acute ophthalmia, and j 
secretion from the eyes is then transferred to 
healthy eyes. Trachoma alone seldom causes 
blindness, but it leads to incurving of the eyelids, 
so that the bristly eyelashes perpetually scrape the 
eyeball and tend to blindness ; in 1909 Dr. Mac- 
Callan, Chief Inspector of Ophthalmic Hospitals 
in Egypt, reports that he saw 10,000 such cases, 
though he and his assistants only had time to 
operate upon some 3000 of them. 

During the year 6 per cent, of all the patients 
who came for help to the travelling hospitals were 
blind in both eyes, while more than double that 
number (3501 cases) were found to be blind in one 
or both eyes. Surely it must have been in Egypt 
that the proverb first originated : “ In the land of 
the blind it is the one-eyed who is king.” 

'The lantern-slides will give you some idea of the 
picturesque crowd of waiting patients. Imagine an 


acre of uncultivated land dotted over with large tents 
imported from India, and with shelters of matting 
to protect the patients from ^he glare of the sun. 
Under the ^shelters are crouching three or four 
hundred natives of all ages, but mostly children, 
and all poor. Waiting is no hardship to them, and 
they enjoy the occasion which brings them together 
with so many of their friends and neighbours. 
There are filthy babies in the arms of dirty mothers, 
who are refused all treatment until the infant's face 
has been washed by the callous parent ; nut-brown 
boys in their one garment, pretty little girls in gaily 
striped robes, sucking sweetmeats or sugar-cane, 

1 marriageable daughters, anxious about their pros¬ 
pects because the sight of one eye is already gone, 

| and arowofoldmen squatting on the ground, waiting 
to be operated on for cataract. The group of black- 
robed women sitting together represents cases of 
ingrowing eyelashes (trichiasis) ; every day there 
are twenty or thirty of them, easily curable by 
operation, but the operation for each case takes 
half an hour, so that it is impossible to do them all 
before sunset 

The cases of acute ophthalmia are separated, 
and are stoically mopping their eyes with mercury 
solution, and learning how to use the little sponges 
of cotton-wool w f hich are dealt out to them. 

The average number of patients seen on such 
a day is 221, and the number of new patients 
treated during last year was more than 12,000, 
each of whom attended at the camp for treatment 
more than a dozen times. The total number of 
operations performed was 9930, of which more 
than one quarter were done under chloroform. 

I have given you this short account of the 
ophthalmic travelling hospitals because their work 
made a great impression upon me whenever I had 
the advantage of being an eye-witness of it, and 
you will not be unwilling to learn one of the 
medical methods by which the British occupation 
has benefited the poorer Egyptians. 

The popular remedy for ingrowing eyelashes in 
Egypt is to include a fold of the skin of the upper 
lid between two pieces of reed, the ends of which 
are tied tightly together until the eyelashes are 
everted. The constricted portion of skin dies and 
falls away, the raw surface heals, and in a certain 
number of instances this crude operation is success¬ 
ful, in spite of an unsightly scar. But the majority, 
of patients who resort to these village quacks are 


The Clinical Journal. 


DR. SPRIGGS. 


[Nov. 1,1911. 57 


not only not cured, but become unable ever to 
close their eyelids again, which often ends in 
complete opacity of the eyes and consequent 
blindness: 1481 of these sad cases were met with 
by Dr. MacCallan in one year. 
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Peritonsillitis. —I .evy remarks that with this 
affection the objective signs may be insignificant, 
especially when it is a recurrence. The first sign is 
usually slight protrusion of one tonsil. Palpation 
from without is often instructive ; the glands may 
be swollen on both sides, even when the peri¬ 
tonsillitis involves but one side, and the glands 
may be very tender. The radiating of the pain 
to the ear is a constant and early symptom. 
The general symptoms are by no means so pro¬ 
nounced as with follicular tonsillitis, although there 
may be chill and some fever; the disturbance in 
swallowing is generally all the patients complain of. 
This with the limitation to one side generally 
differentiate the trouble. His experience with 
sixty cases showed that early incision had no effect 
in 33 percent, of the cases, and he now waits for 
demarcation as a rule unless the pain is severe. 
In recurring peritonsillitis the supra-tonsillar fossa 
is generally the source of the trouble, and excision 
of the upper lobe of the tonsil puts an end to all 
disturbances. It is not necessary to remove the 
whole tonsil, he says .—Jo urn, A.A 1 .A .. vol. lvii, 
No. 15. 


TWO LECTURES 

* ON 

I THE FEEDING OF BABIES. 

Delivered at St. George’s Hospital. 

By E. I. SPRIGGS, M.D., F.R.C.P., 

Senior Assistant Physician to the Hospital, and Physician 
to the Victoria Hospital for Children. 


Lecture II. 

THE FEEDING OF DIFFICULT CASES. 

Gentlemen, —At our last meeting we discussed 
the feeding of babies who are more or less healthy. 
This time I shall speak to you first about some of 
the irregularities which are liable to occur in the 
course of nearly every child’s life in the first few 
months, and secondly, about the treatment of 
infants who are the subjects of wasting, or, as it is 
called, marasmus. 

If anything goes wrong with the nutrition or 
digestion of a child, the first thing you must do is 
to see that the ordinary rules which you have laid 
down are all of them observed. In four out of 
five cases, perhaps, this puts matters right. Re¬ 
member you want to get from the mother and 
the nurse a detailed account of what is happen 
ing during the whole day. It is of little use to 
ask, “ Ar.e you feeding the child regularly ? ” 
“Are the bowels open at the right time?” 
“ Are the stools natural ? ” For you will often get 
an affirmative answer and be little wiser. But 
if you inquire “At what time was the baby fed 
yesterday and to-day ? ” “What did you give it ? ” 
“How did you make it?” “Did you make it 
yourself or did you get them to make it in the 
kitchen ? ” and so on, you will get much more 
insight into the condition of things -than if you ask 
leading questions. 

If the child is peevish and not well it is not 
necessarily the food which is wrong. It may be 
fretful from one or more of many causes, but there 
are certain common ones which you must inquire 
about. 

It may be that the child is too cold; that is 
not infrequently the case among poorer people : 
or it may be because it is too hot. You will often 
find a child, both in poor and well-to-do homes, 
ridiculously warmly clothed, sweating, and con- 
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sequently very uncomfortable. Or the child may be 
too hot because the room is not properly ventilated. 
It is a good plan to have a thermometer in the 
room to see approximately what the temperature 
is. But although it is desirable to have the room 
at the temperature of about 6o° F., do not set it too 
rigidly, especially in the case of nervous people. 
I remember telling a nurse in a house to keep 
the temperature of the room at 63°. And I learnt 
afterwards that whenever the temperature reached 
62° on the one hand or 65° on the other, she 
either stoked the fire up, or opened the door 
and windows until the temperature became just 
right. Give a reasonable range, say of five degrees. 
If the child is ill, of course you will have the 
temperature of the room higher, say 64°. A child’s 
clothing may be too tight. For this reason, do 
not let the nurse or the mother take the child 
into another room to undress it, but talk to her 
while she is undressing it in your presence, noticing 
what the child has on and how the things are 
fastened up. Or a child may cry because it is not 
properly changed, and that is so especially among 
poor people. If the napkin of the child is wet, it 
is uncomfortable. This is often the case where the 
mother is not able to look after the child herself, 
but is putting it out to nurse with some other 
woman. 

Again, babies may cry because their position is 
not changed often enough ; children need moving 
about and nursing, and this is one point in regard 
to which institutions are at a great disadvantage in 
comparison with ordinary homes. I shall have 
occasion, ‘in speaking of children recovering from 
marasmus, to say that it is better sometimes to 
keep the child at home than to keep it in a hospital 
when it gets to a certain stage of recovery, because it 
seems to make no more progress in the hospital. 
That is because a nurse in an institution cannot 
handle each child in various positions two or three 
hours every day. The mother will hold it some¬ 
times over her shoulder, sometimes on the knee, 
sometimes lying in bed. Nursing is also entertain¬ 
ment, and entertainment is part of the healthy life 
of an infant. 

If it cries and you can find nothing wrong, order 
two or three teaspoonfuls of water to be given 
when it cries, because it may be thirsty. The baby 
will be very grateful for it, particularly if it is hot 
or perspiring, or the bowels are either loose or 


constipated. If it is constipated it may be because 
| it has not been getting enough water, and if it has 
diarrhoea it is getting rid of more water than 
normal, and there is less available for the use of 
j the body. 

I If you have attended to these points and there 
is no improvement, and, after thorough examina¬ 
tion and observation, you have failed to detect any 
I sign of disease or of the eruption of teeth, you will 
| probably conclude that there is something wrong 
with the diet, but do not be in a hurry to alter 
it. Ascertain whether the baby is under-fed or 
i over-fed. If it is under-fed it may be because it is 
having too dilute food, or else because it is not 
having enough of it. You want to look at the 
quantity and compare it with what it should have 
1 for the age of the particular child ; look at the 
j weight as well as at the age, see if it is of about 
the right weight for its age, or, more important, if 
| the weight is steadily increasing. Perhaps it should 
be having six ounces of food and you find it is only 
having four ounces, and in that case you will safely 
increase the quantity, to the great satisfaction of the 
baby. Or perhaps you will find it should be 
taking a certain proportion of milk, but it is only 
having half that strength. The averages I gave 
you last time and there is no need to repeat them. 
But supposing you come to the conclusion that 
the child is not under-fed, it may be over-fed. 
Not only among the well to-do but also among the 
poor, children are frequently over-fed, and in that 
case you will proceed in the opposite way ; con¬ 
sider whether it is having too much at a feed, or 
whether the feeds contain too little water and too 
much milk, or too much lactose, or whatever else 
you are putting in. If the child’s digestion is not 
good you may decrease the strength first without 
altering the quantity. 

Now as to the weight of the child. In institu- 
I tions babies who are difficult to feed are weighed 
' every day or every other day, and the weight is 
, recorded on a chart. In the home I do not advise 
j such frequent weighing. Nervous people are 
worried if they find that the weight has gone down 
half an ounce. The weight of the child will vary 
with the time at which it is weighed ; if the child 
has just had a six-ounce feed, it will weigh six 
ounces more than it did. An evacuation will have 
! a contrary effect. So that unless the child is 
weighed under exactly comparable conditions, 
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it is apt to give rise to misunderstanding. In 
ordinary homes it is far better to weigh the 
child once a week only, unless it is seriously ill, 
in which case I advise you to weigh it yourself 
at comparable times each day and record the 
weight. 

With regard to sleep, if a child sleeps healthily, 
there is probably not very much wrong with it. 
A great many children are fretful when they are 
awake but sleep well. 

The child may be constipated, and if it is, it is 
a good thing to see that it has sufficient water, as I 
have just mentioned, and that it is held out 
properly at regular intervals. If this custom is 
neglected the child is likely to become habitually 
constipated ; it should be held in a definite position 
at a definite time, to form the habit of evacuating 
the rectum. This is an easy way to cure constipa¬ 
tion, and is frequently successful. If not, you may 
give a little more fat, by adding cream, or by 
taking a larger proportion of top milk. Cream, in 
London and other large cities, is often septic material, 
because it is kept in the shops and added together 
for three or four days, so that for every bacterium 
in milk there may be a hundred or a thousand in 
cream. Centrifugalised cream is less objectionable, 
but the best way to increase the fat of milk is by 
the use of top milk, as described in my last 
lecture. 

If vomiting is the trouble that must be dealt with, 
you will bear in mind that many children regur¬ 
gitate a little food. After a baby is fed there is a 
ritual to be gone through which is called bringing 
up the wind; the mother talks to the baby, pats 
it on the back, and puts it over her shoulder, when 
it will bring up the wind and perhaps a little milk 
with it: such regurgitation is natural to some 
children, and if it is only one or two spoonfuls, is 
not vomiting. Nurses have a saying that a sick baby 
does well. But if too much food is brought up, 
you may either diminish the amount of the feed or 
increase the intervals between the feeds. The 
first is the best of these courses. If a child is sick 
and is having six ounces at a time, give it three 
ounces. And this reminds me of a general instruc¬ 
tion which I advise you to follow in dealing with 
babies : when anything is going wrong with the 
baby and you are going to alter its food, make a 
definite alteration, whether in strength, quantity, 
or quality. If a child is improving, on the other 


hand, always go gradually. For instance, if the 
child is doing badly and you want to move it from 
| milk on to whey, do not give half milk and half 
j whey, but wliey alone. But if a child has been 
: having whey for two or three days and is improving 
do not change it on to milk straight away, but give 
it a mixture of milk and whey, with a little more 
milk each day, until it is taking milk alone. 
Similarly, if a child is sick with feeds of 6 oz. 

1 give it, as I have said, 3 oz., and then probably 
j it will not bring it up. When the vomiting has 
| ceased increase gradually to 3^, 4, 5 up to 6 oz. 

! again. If a child is well nourished, do not be 
afraid to alter the intervals between the feeds, 
j feeding it every three or even four hours instead 
j of every two hours, to allow plenty of time for the 
! stomach to rest itself. Let the child rest after a 
! feed, when the wind has been brought up. If other 
| children are allowed to play with it immediately 
after it has taken its food, they will probably jump 
it up and down. 

Colic, that is to say pain in the abdomen with 
drawing up of the legs, is often due to curds. It is 
1 sometimes attributed to excess of protein, but the 
trouble is not the amount of protein but the forma¬ 
tion of curds by clotting, which cannot be easily 
passed through the pylorus, and cause sickness 
with irregular peristalsis of the stomach and later 
of the intestine. You may diminish the protein by 
diluting the milk. But you can prevent the milk 
1 forming hard clots in two easy ways : one is by 
! citrating the milk, and the other is by peptonising 
j it. For the former, add 2 gr. of sodium citrate to 
• every ounce. That does not prevent the milk 
j clotting, but it makes the clot a soft flocculent 
! mass instead of the hard curd of cow's milk. 
Sometimes it is advisable to dilute and citrate the 
milk as well, but often citration alone will put the 
matter right. If you adopt peptonisation do not 
peptonise it for twenty minutes only, but for half 
an hour. The albumoses which are formed are 
: bitter, and hence milk which has been peptonised 
! for long is unpleasant to the taste, but the child 
i will not object to that after the first feed or two. 

As the child improves the time of peptonisation is 
j shortened. Another way of preventing the forma- 
I tion of hard curds is by mixing a weak starchy 
solution, such as barley-water, with the milk to 
! render the clot softer. Another way is to put 
1 gelatin in—half a teaspoonful of solution of gelatin 
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put into the bottle will prevent the formation of 
hard curds. 

The child may pass loose green-yellow stools 
from many disorders of the alimentary canal. But 
we are now dealing with disorders of’feeding, and 
the common disorder in this respect is irregularity 
of feeds. If the adjustment of the time of feeding 
does not put the matter right, then reduce the fat 
or the carbohydrate. You can reduce the fat by 
giving less cream, if cream is being used, or lees 
top milk. Reduce carbohydrate by reducing the 
lactose, or, in older infants, by omitting any fari¬ 
naceous addition to the milk. When these simple 
measures fail more radical changes must be made, 
and in severe cases it is frequently advisable to take 
the child off milk altogether. 

Advanced cases of malnutrition are called cases 
of marasmus , which means severe wasting, not due 
to definite disease so far as can be ascertained. It 
is not a disease in itself, but may follow gastro¬ 
enteritis, bad feeding, congenital weakness (as in 
premature babies), or any other condition leading 
to slow starvation of the infant; marasmus must be 
distinguished from tuberculous peritonitis and con¬ 
genital syphilis. 

I want you to notice how frequently marasmus 
is due to want of natural feeding. I looked up the 
notes of sixty-one cases of marasmus which were 
admitted consecutively to the Victoria Hospital for 
Children, all of them severe cases. Out of these 
sixty-one, under the care of Dr. Carr, Dr. Rolleston, 
and myself, only six had been breast fed for more 
than two weeks after the puerperium. That will 
show you what a safeguard breast-feeding is against 
marasmus. Usually the children afflicted with this 
condition have been fed upon some patent food. 

In treating these infants plenty of air-room for 
every child must be allowed. Fresh air should be 
especially insisted upon in the poorest homes. 

An incubator is a great help in treatment. In 
the Victoria Hospital for Children we have a surgical 
cradle heated with a sixteen candle-power lamp 
protected by a wire cage and a blanket over the 
baby, so that the child, except the head, is in a 
bath of warm air, kept at about ioo° F. We have 
found this of the greatest possible value in severe 
marasmus as well as in collapse from other causes. 
Naturally, if you save the baby a certain amount 
of energy by supplying heat artificially it will be 
able to subsist on correspondingly less food, so 


that less is asked of the feeble digestive system. 

I If you have notan incubator and cannot improvise 
one rub the child with oil, wrap it up in cotton¬ 
wool, and put hot-water bags properly covered 
.around it. 

With regard to the food there are three things to 
do : First, find out what the baby will keep down ; 
next, increase gradually the amount of the food 
which the child will tolerate, and last, pass gradually 
from this to a normal diet. If the child is on a 
certain feed of milk and water, and has not been 
sick but is marasmic, do not change it, but go on 
increasing its quantity and strength. If the child 
has been sick you will find it an advantage to try 
the modifications of iftilk which I have mentioned, 
using first citrated and then peptonised milk. If 
these are not well borne, and especially in hot- 
weather, dried milk may often be used with advan¬ 
tage to make the food. Different brands are sold, 
such as Glaxo and Tru-milk. If there is still 
sickness, milk should be replaced by albumen- 
water or by whey. Albumen-water is made by 
putting white of egg to water, in strength varying 
from two to six eggs to a pint of water. I do not 
think there is any disadvantage in using the white 
of six eggs to the pint of water with a little salt. 
Sometimes a little brandy is put in, but most 
infants are as well without that. Be sure it is 
filtered, and that the albumen is broken up, so that 
there are no flocculi produced in the child’s 
stomach. Often the child will retain this when it 
cannot take milk at all. Such treatment will 
change the flora of the intestine, the vomiting and 
diarrhoea ceasing as a result. Whey has a different 
! character, consisting chiefly of lactose. The caloric 
value of whey is about one third that of milk. 
You must try these various foods, passing from one 
to the other without undue haste or delay. Here 
is a case of a child of two months which was about 
6 lb. weigh]; when it was born, It was tried with 
milk and water but rejected it. We then tried it 
| with peptonised milk, and it rejected that. And 
when I say we tried it I do not mean for one feed, 
for that is not trying it, but for two or three feeds 
at least. Then it was given whey and that was kept 
down well. We then wanted to increase the food 
value, and so we added cream to it. That did not 
suit the baby at all; it began to vomit as soon as it 
had the food to which cream had been added. 
Therefore the cream was omitted, and peptonised 
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milk added instead, putting in first a few drops, 
and. then an increasing quantity of peptonised 
milk. It was then gradually led to a normal diet of 
milk, water, and lactose corresponding with the age 
of the child. Sometimes neither whey nor albumen- 
water suits a child ; you may then give meat-juice, 
either fresh meat-juice made in the way described 
in our hospital pharmacopoeia or veal tea. You 
may ask why veal instead of beef? More soluble 
protein is obtained from veal than from beef, and 
veal tea is often better borne. It is made in the 
same way as beef tea. You will find the direc¬ 
tions in the St. George’s Hospital pharmacopoeia. 
It is well borne by children : you can often add 
to its value by putting cream to it, and can keep 
the child going very well for some days on that 
afterwards leading it back to milk again. Here is 
the case of another child who was fed on citrated 
milk and water and lactose. That failed. It was 
then put on meat-juice which it kept down. This 
was then mixed with whey, and gradually it passed 
from that to peptonised milk and lactose mixed 
with it,.the time of peptonisation being gradually 
reduced until it was taking ordinary milk mixed 
with water and lactose. You must try all these 
dodges, and not be afraid to go back again if a 
change is unsuccessful. Often if one solution does 
not suit the child a weaker solution may. On the 
other hand the opposite is sometimes the case. 
For instance, I have seen children on three parts 
of milk to one of water vomit, but take peptonised 
milk or food made from dried milk, and keep it 
down well, getting much more nourishment in a 
smaller bulk. Sometimes it is the quality of the 
food which annoys the stomach, sometimes it is 
the bulk of it. Do not let a preliminary fall of 
weight discourage you if the child is taking its 
feeds. In a number of the sixty-one cases which I 
mentioned to you, the weight fell at first, but rose 
afterwards. But the opposite may happen ; it 
may go up for a few days and afterwards it may 
fall again. Do not keep these patients in the 
hospital too long. If the child is better, and it is 
taking ordinary feeds, send it out, so that it can 
be nursed at home, where it can be moved about 
and entertained. If it is a weakly child it is well 
for it to cry lustily once a day, because some of 
these children get atelectasis. Dr. Holt recom¬ 
mends that a marasmic infant should be made to 
cry daily by smacking ; or you may dip it into cold 


water, then into warm. The contrast will cause it 
to cry lustily. 

Now as to medicines, about which I have not 
yet spoken. It is wise in gastro-intestinal derange¬ 
ment to give a little castor oil at first to clear out 
the canal, and afterwards half a grain to one grain 
of hyd. cum creta if it is a well-nourished child 
three months old. For a little infant, a quarter of 
a grain is enough. If the infant is in extremis , 
give it a bath in which you have placed some 
mustard* and inject saline solution under the skin 
or into the peritoneum. Injections of diluted 
sea-water have been highly praised by our neigh¬ 
bours across the channel. This sea-water is stated 
to h^ve special vitalising properties, but in order 
that these may be secured it must be obtained at 
least twenty miles from shore, so that it is sterile. 
I have tried it in marasmus and in a large number 
of severe cases of summer diarrhcea with variable 
results, and do not know whether it possesses any 
more virtue than ordinary saline solution, which 
has long been proved to be of great value. 

October 30///, 1911. 


Drainage of the Lateral Ventricles in 
Hydrocephalus. — Payr states that in the last 
three years he has operated in fifteen cases of 
, hydrocephalus by various techniques aiming to 
open a connection between the ventricle and the 
venous circulation, and thus drain away the excess 
of fluid. The youngest patient was 6 months, 
the oldest 20 years old. The hydrocephalus 
was completely cured in 50 per cent, of the eight 
patients who survived the first few months. The 
fatalities were due to too rapid evacuation of the 
fluid in two cases, to primary infection in one, and 
secondary infection months later from a fistula in 
four others. The cases were naturally all of the 
severest types. In four he drained into the longi¬ 
tudinal sinus, in four into the jugular or facial vein, 
in seven into the subarachnoid or subdural space, 
or into the loose connective tissue under the 
temporal muscle. He used for the drain a segment 
of calf artery for the portion within the brain, 
piecing this out below with a segment of the 
patient’s own saphena run through under the skin. 
Necropsy in the fatal cases showed that the drain 
was constantly permeable. He regards the results 
on the whole as very encouraging, the failures 
being probably avoidable by improved technique. 
-- Journ . A.M.A., vol. lvii, No. 16. 
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A CASE OF MALIGNANT (EDEMA. 

By M. CHISHOLM, M.D., L.R.C.P.Lond., 

Halifax, Canada. 


I wish to report the following interesting clinical 
experience with malignant oedema and ‘its suc¬ 
cessful treatment by the local application of a 
hyperoxide. 

G. A. B—, net. 64 years, was admitted to the 
Victoria General Hospital January 17th, 1911, 
suffering from a swollen hand and arm. 

The patient gave the following history : 

He was accustomed to cut kindlings each 
evening in a basement cellar which had an* earth 
floor. On January 8th he thought he felt a splinter 
in his right thumb, palmar surface; he picked at it 
with a pin, but could find nothing. The following 
day the hand began to swell rapidly, and became 
quite painful. 

On the day of admission the hand and forearm 
were red and much swollen. The redness extended 
as a narrow streak along the lymphatics towards ■ 
the axilla. It was not the fiery redness of ery¬ 
sipelas. The swollen parts were soft and cedematous, 
so much so that the thumb could be buried out of 
sight when looking in the long axis of the limb. 
There was not much swelling or tenderness where 
the splinter was said to enter, and no tenderness 
along the course of the long flexor of the thumb. 
There was considerable tenderness above and 
under the annular ligament more than anywhere 
else, as also much hardness, but the brawny hard¬ 
ness of acute cellulitis was nowhere present. 
The glands in the axilla were not affected 
appreciably. 

The patient’s general condition was bad. He 1 
was dull, apathetic and dirty. His temperature 
was 95° F., pulse 65, and respirations 22. 

Diagnosis .—Three conditions were considered: 
erysipelas, cellulitis, and malignant oedema. Ery¬ 
sipelas was ruled out at once owing to absence of ; 
the characteristic redness and firmness of the 
inflamed area. Cellulitis was ruled out because of 
the absence of intense pain, tenderness and ( 
brawny hardness, suggestive of suppuration. The \ 
condition in the vicinity of the annular ligament | 
was suggestive of pus below the deep flexors, but j 
this was doubted, and a diagnosis of malignant \ 


redema was arrived at’. The conditions answered 
fairly well to the characteristics of that infection. 
The cellular tissues seemed more involved than the 
deeper structures. The oedema was marked. 
There was no great evidence of a pus focus, even 
on the ninth day, showing negative chemotaxis. 
There seemed to be a faint odour resembling 
burnt bone, not enough to be decisive. There w’as 
no emphysema of the tissues. The only other 
doubtful feature was the length of time that had 
elapsed (eight days) since the infliction of the 
wound, and that the disease is said to progress with 
frightful rapidity. But the patient’s general con¬ 
dition was bad, though the oedema had not gone 
above the elbow. 

Treatment .—Multiple incisions, and the free use 
of a hyperoxide. I made six linear incisions over the 
dorsum of the forearm and hand, and several over 
the flexor surface of the forearm. Above the 
annular ligament I went through and separated all 
tissues down to the bone to make sure of the 
absence of pus. There was, however, no evidence 
of inflammation in the deeper structures. The 
pathogenic condition did not go below the deep 
fascia. It was confined to the subcutaneous 
tissues, and consisted of a gelatinous material 
which freely parted with a pale watery serum. It 
seemed to have squeezed all the blood out of the 
capillaries, there being no bleeding except where 
vessels of larger size were cut. This anaemia, with 
| the presence of a whitish gelatinous substance, 
gives a pale cast to the redness of the skin in the 
first stages. The dusky hue referred to by some 
authorities comes on later. In a case reported by 
me in 1902 the pressure of this gelatinous material 
had completely stopped the circulation in one of 
the fingers. Its tip had turned black, but the 
circulation was re-established on relief of tension 
by incision. 

After packing the incisions with a gauze soaked 
in a hyperoxide, I covered the limb up to the 
shoulder with a thick layer of absorbent cotton, 
soaked in the same solution. 

The patient rallied in a few hours. His tempera¬ 
ture rose to 102 0 F., pulse 90 and respirations 35. 
Next day the swelling was much diminished, and 
the red streak up to the arm towards the axilla was 
scarcely perceptible. 

On the 19th a few more incisions were made. 
In addition to the local applications of the hyper- 
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oxide, his forearm and hand were immersed in it 
for half an hour twice daily. Under this treatment 
he continued to improve. The temperaturedropped 
to normal on the fourth day and remained so. On 
the seventh day, the swelling between the incisions 
not going down as rapidly as I wished, I made a few 
more incisions. To my surprise I found the gela¬ 
tinous material transformed into vascular tissue, 
which bled freely. In the deeper parts close to 
the fascia a streak of grey minus the oedema yet 
remained. Slowly the swelling now due to the 
vascularised tissue became transformed into fibrous 
tissue, leaving the limb bulky and the joint stiff. 
The wrist remained stiff for a long time. He was 
discharged cured April 1 ith, nearly three months 
after admission. 

Nature of infection .—The cultures in agar-agar 
and in nutrient gelatin were made from the 
serum, also by means of a hypodermic syringe, 
into a fresh egg. After twenty-four hours the 
cultures showed the characteristic gas-bubbles and 
liquefaction of the gelatin. Slides were made 
from the culture which showed long rods answer¬ 
ing to those of malignant oedema. 'There were no 
streptococci or staphylococci. On the third day 
the egg burst open, though two control eggs 
remained unaffected. About 2 c.c. from the 
infected egg were injected under the skin of a 
large rat. It died in sixteen hours. Its tissues 
were greatly swollen and cedematous. Stab-cul¬ 
tures were made from the rat, and these showed 
liquefaction and bubbles. Slides from this culture 
showed the same bacillus as before. 

General remarks .—This is the second case of 
malignant oedema I have treated successfully in 
the same way. The treatment, to say the least, is 
rational. The anaerobic nature of the bacillus 
renders it peculiarly sensitive to oxygen. Anyone 
who has tried to preserve it will readily admit this. 
It would seem, too, that in the body it does not 
thrive so well in the more vascular parts as in the 
less vascular subcutaneous fat. It is therefore within 
easier reach of local applications applied to the 
skin. In this case the dorsal surfaces of the fingers 
were oedematous. They were not incised, but 
they got well without incisions, showing that 
enough of the hyperoxide was absorbed through 
the skin alone to kill the bacillus. 

The official hyperoxides are permanganate of 
potash and peroxide of hydrogen. I used the 


former in my first case for several days before it 
was diagnosed, but it seemed to have had no 
effect. It is too quickly deoxydised on coming in 
| contact with the skin. The same is true of peroxide 
of hydrogen. Acetozone, the hyperoxide I used, 
has not this drawback. It is a proprietary prepara¬ 
tion of well-known chemical constitution manu¬ 
factured by Parke, Davis & Co., of Detroit. 

I consider ordinary antiseptics like carbolic acid 
and perchloride next to useless and too dangerous 
1 if absorbed in sufficient quantities. They do not 
in any way meet the conditions. 

I stumbled upon the use of acetozone more by 
accident than by design. I had failed to diagnose 
my first case for several days. I looked upon it as 
a case of cellulitis and had not seen it for forty- 
eight hours prior to placing the patient under 
chloroform for multiple incisions. In the mean- 
| lime it had advanced rapidly, and when the 
dressings were removed, to my horror I discovered 
the true nature of the condition. I could not 
| amputate without consent, which involved letting 
the patient out of chloroform. I shrank from 
sending the patient out into the world minus both 
| arms. While in this dilemma the appropriateness 
I of using a hyperoxide flashed through my mind. 

I made the incisions and swathed both limbs in 
1 cotton-wool soaked in a saturated solution. I 
went next day prepared to ask his consent to 
amputate. When the dressings were removed I 
! was surprised at the improvement, and delighted to 
j be relieved from broaching the orthodox mode of 
treatment. 

My experience leads me to hope that this com- 
j munication shall be widely published. I do not 
j wish to be considered as pushing proprietary 
remedies, but the saving of life and limb is of more 
j importance than our Pharmacopoeia. We cannot 
as yet assert that it effectually covers the whole 
I field of therapeutics ; it certainly does not contain 
1 a stable hyperoxide. 

October 30/A, 1911. 


Traumatic Mitral Stenosis. — D. Riesman 
| reports a case of mitral stenosis which he believes 
I was the direct result of violent strain. The primary 
lesion was either a rupture of one of the more 
j important chordae tendineae, or mQre likely a haemor¬ 
rhage into the valvular tissues with later organisa- 
! tion and contraction.— N. Y. Med. Rec ., vol. lxxx, 
No. 16. 
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SURGERY OF THE DISEASES 
OF THE APPENDIX. 


‘The Surgery of the Diseases of the Appendix’ is 
the title of an excellent work by Mr. William H. 
Battle and Mr. Edred M. Corner, published by 
Messrs. Constable & Co., Ltd. The following 
extract on the diagnosis of iliac tumours is a good 
illustration of the practical value of this book, and 
we have much pleasure in recommending it to the 
profession : 

When considering the swellings which may be 
found in the iliac fossae, it is well to view the 
subject from the standpoint that any kind of 
mischief on the right side may be simulated by 
some inflammatory condition of that most trouble¬ 
some of modern possessions, a diseased appendix. 
This plays such a large part in the production of 
iliac swellings that the statement should not excite 
surprise. Some people appear to consider abdo¬ 
minal conditions under two headings : those which 
require operation and those which get well with¬ 
out, not in any way attempting to make an 
exact diagnosis. It is a bad practice and should 
never be taught. We are yot likely to advance 
very much in our powers of diagnosis, and 
therefore in the value of our opinions, if we 
always wait before giving suggestions as to the 
nature of a swelling brought to us “ until the cloth 
has been lifted.” In order that we may be as 
thorough as possible in our consideration of the 
subject within the limits at our disposal, it will be 
well to exclude tumours which arise from the bones 
of the pelvis (osteo-sarcomata); sarcomata of the 
abdominal wall (which appear to have a predilection 
for this region); enlargements of the iliac glands, 
whether primary or secondary ; aneurysms of the 
large arteries ; and abscesses dependent upon caries 
of the vertebras, bones of the pelvis, or disease of 
the sacro-iliac joints. Regarding the more slowly 
forming swellings, which alone demand our atten¬ 
tion now, the same questions require an answer 
when a swelling is found in the iliac fossa as when 
one is discovered in any other part of the body. 
Is it inflammatory ? If so, is it subsiding or 
advancing? Has it progressed to the formation 
of pus? If non-inflammatory, is it simple or 
malignant, solid or cystic, and where did it 


commence ? Did it arise in one of the structures 
; which normally occupy the iliac fossa, or has it 
extended into it from a neighbouring organ? 
These swellings may be arranged in three classes : 
(1) Those which arise in some structure normally 
present in the iliac fossa; (2) those which Extend 
into the iliac fossa from below; (3) those which 
j invade it from above. In the first class should 
I be considered : (i) Accumulations of faecal matter 
, in the large bowel; (ii) enterospasm ; (iii) intus- 
! susception ; (iv) glandular enlargements; (v) dis- 
! tension of the ureter; (vi) new growths of the 
| large bowel; (vii) inflammatory swellings; (viii) 
| hyperplastic tuberculosis of the caecum; (ix) acti¬ 
nomycosis. In the second class are mainly affec- 
j tionsofthe Fallopian tube and ovary. (i)Pyosalpinx; 
(ii) haematocele of the broad ligament; (iii) ovarian 
tumours ; (iv) uterine tumours. In the third class 
j (i) enlargements of the gall-bladder; (ii) movable 
I kidney; (iii) hydronephrosis, pyonephrosis, and 
1 growths of the kidney ; (iv) malignant disease of the 
| colon or sigmoid flexure ; (v) Reidel’s lingual lobe 
! of the liver. Other abdominal tumours may be 
found, which have wandered into one or the other 
fossa in consequence of the looseness of their 
attachments, such as an ovarian tumour with a long 
pedicle, a tumour of an imperfectly descended 
testicle, a wandering spleen, and tumours of the 
! small intestine. Cysts of the tail of the pancreas 
| are sometimes movable, but cannot be carried 
quite so far as the iliac fossa. An accumulation of 
faecal matter in some part of the large bowel is a 
condition for which medical help is frequently 
sought. Usually the diagnosis is not difficult, but 
the possibility of malignant disease must not be 
too readily put on one side. In the iliac fossa it is 
possible in the majority of cases to diagnose the 
nature of the swelling on account of its doughy 
| nature. On more than one occasion patients have 
been seen on account of painful swellings in the left 
iliac fossa of varying duration. These were rounded 
and tender to pressure in the situation of the early 
part of the sigmoid flexure, rather smaller than an 
egg and somewhat longer. The patients have 
mostly been men of some intelligence, but over¬ 
worked and nervous. In one there was haemor¬ 
rhage from the rectum, due to internal haemorrhoids, 
whilst the patient was also the subject of locomotor 
ataxy. The tumour disappeared under anaesthesia, 
and the removal of the haemorrhoids arrested the 
I loss of blood. Rest and a tonic, with the employ- 
| ment of laxatives, will generally suffice to effect a 
cure. A malignant growth had been feared in 
nearly all instances, but the trouble was a localised 
enterospasm, probably caused by some faecal 
irritation. 
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| This afternoon I propose to show two cases, both 
| of considerable diagnostic interest. The first is 
that of a married woman, aet. 40 years, who came 
I into hospital about a week ago, complaining of 
j several rather interesting symptoms. She com¬ 
plained of difficulty in walking, of inability to move 
the left side of her face, of dimness of vision in the 
left eye, and of numbness on the left side of the 
body. In addition she had an occasional tremor 
of the left leg when she sat up, which ceased on 
lying down. Her history is as follows : She had 
no previous illness of importance, with the exception 
of chronic otorrhoea on the left side. Last October, 
that is to say eleven months ago,'she was operated 
upon for acute inflammation of the left mastoid. 
She made a good recovery, but she still has a little 
discharge from the ear. Mr. Arthur Evans, my 
surgical colleague at Westminster Hospital, has 
examined the ear, and tells me that there is now no 
evidence of serious bone disease, that it has been 
thoroughly cleared out, and that we may regard her 
mastoid operation as successful. She appeared to 
get over that trouble all right. In January, that is 
to say eight months ago, and three months after 
her operation, she noticed weakness of the left side 
of the body, her left leg and left arm became weak, 
and she had difficulty in moving the left side of her 
face. Since then she has gradually become worse, 
and has had to take to crutches. She has some¬ 
times falfen suddenly when getting about, and she 
herself discovered that she had lost all sensation 
down the left side of the body. She also complains 
of vertigo and nausea, of headache, and of deficient 
vision. 

* At the Polyclinic. 
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Let us now proceed to examine her. You see 
she is a moderately well-nourished woman, and 
when we get her to speak you will notice that her 
speech and articulation are normal. Her optic 
discs I have already seen, and they are quite 
normal. With regard to her visual fields, I want 
to map them out now, so that you may see what 
the condition of affairs is there. The visual activity 
and visual field in the right eye are normal. Vision 
in the left eye is extremely reduced. She cannot 
see large objects at a few inches’ distance; she 
cannot even count fingers with the left eye. She ! 
can just distinguish light from darkness. On testing i 
her with a bright light we find she catches 
sight of it only at the fixation point. So her vision , 
in the left eye is not only reduced in degree, but j 
it is contracted to a pin-point. So she may be 
said to have diminution of vision and marked con- [ 
centric contraction of the left visual field. I have 
tested her sense of smell with peppermint and she 
has loss of smell in the left nostril. She can smell 
accurately with the right nostril. She has total loss 
of taste to quinine, sugar, and salt, both at back and j 
front of the tongue on the left side. We will now 
proceed to test her cutaneous sensation. On the 
face she feels nothing on the left side until we get 
to the middle line. We test her carefully on the 
trunk and limbs* and find she has complete left¬ 
sided hemianaesthesia to touches and pin pricks, 
but excluding an area in the left upper limb which 
would correspond to that covered by a lady’s 
long evening-glove. With regard to her motor 
functions, she has total paralysis of the left side 
of the face, both upper and lower. Her pupils are 
equal, they react to light and accommodation. 
The external ocular movements are normal. The 
masseters contract equally on both sides. The 
palate and tongue move normally. We next try 
her hearing. She can hear the watch close to her 
ear on the right side, but on the left side she 
cannot hear it even on contact. A vibrating 
tuning-fork placed on the vertex is heard in the 
right ear only. So there is deafness to aerial and 
bone conduction in the left ear. With regard to 
motor functions in her limbs, both arms have 
very good power. The left upper limb is steady, 
the other also. There is no weakness of the 
arms at all. No movement is impossible on the 
left side. She has a constant rhythmic tremor 
on the left lower extremity as she sits, and when 


she starts to walk, her gait, as you will see, is 
peculiar. At every second step she gives a jerk 
backwards, that is, every time she puts her left foot 
on the ground. It is a very extraordinary gait 
Now let us examine her reflexes. The supinator 
jerks are brisk, and equal on both sides. The 
knee-jerks are normal when the tremor allows them 
to be elicited. Her ankle-jerks are also normal : 
there is no ankle-clonus. Both the plantar reflexes 
are flexor in type. 

Now with regard to the diagnosis, the first 
question we ask ourselves is: Is this condition 
functional or organic? Or is it mainly functional 
or mainly organic ? It is obvious to you at the 
outset that the vast majority of her symptoms are 
functional, e. g. she has left-sided hemiansesthesia, 
she has tremor of the left leg, which only appears 
when she sits up or walks about, and disappears 
when she lies down, and she has loss of special 
senses all down the anaesthetic side : smell, vision, 
hearing, taste, all down the left side. She has no 
abnormality of her deep or superficial reflexes, in 
fact she presents the typical signs of a functional 
hemiplegia. But this will not account for the 
whole condition. Look at her facial palsy. It is 
not functional in type, there is probably organic 
facial palsy there. How can we be certain whether 
it is organic or functional ? We can settle it at 
once by finding out what are the electrical reac¬ 
tions. In testing electrical reactions, try the 
battery upon yourself before you try it upon the 
patient, otherwise you never know exactly how 
strong it is. You can see my facial muscles react 
well under this strength of faradic current. We 
now apply it to the patient, and we find the healthy 
side of her face reacts well. But on the paralysed 
side nothing happens on application of the current. 
What about her galvanic reactions? In health 
you get the kathodal closing contraction brisker 
than the anodal. On the right side this is what 
we find, and on the other side nothing happens 
with the same strength of galvanic current. When 
we make it stronger, the anodal contraction appears 
before the kathodal and is slow and vermicular. She 
therefore has the typical reaction of degeneration in 
the left facial muscles, therefore that part of her 
paralysis must be organic. When we come to a 
case of facial palsy, we always think of certain 
taste-fibres which accompany it. These taste-fibres 
are in the chorda tympani nerve, which supplies 
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the anterior two thirds of the tongue, and possibly 
this loss of taste on the left side might be due to 
the chorda tympani nerve. But what about the 
loss of taste on the back of the tongue ? The loss 
of taste at the back of the tongue is beyond the 
territory of the chorda tympani and therefore 
probably functional. 

Next with regard to the deafness, is this func¬ 
tional or organic? Remember, this patient has 
had a mastoid operation, and her middle ear 
has been thoroughly cleared out. Is she suffer¬ 
ing from an organic affection of the auditory 
nerve? It is rather hazardous, in the presence 
of an otologist, to dogmatise on this subject, 
but we can get some information by studying 
the reactions of the vestibular nerve. The eighth 
nerve consists of two sets of fibres—the audi¬ 
tory fibres which conduct. sensations of sound, 
and the vestibular fibres which conduct impressions 
of equilibration. In a normal healthy vestibular 
nerve if you stimulate the ear.on that side by 
syringing with cold water, the patient's head being 
erect, the patient develops rotatory nystagmus 
towards the opposite side. We will do this on both 
ears in this patient. In the right ear we expect to 
get the normal thermic nystagmus. You will see 
we do so. If we find that we get a thermic 
nystagmus with the left ear we shall probably be 
right in assuming that the left eighth nerve is not 
completely degenerated. But if we get no thermic 
nystagmus on stimulating the left ear, then the vesti¬ 
bular part of the nerve must be degenerated, and 
probably also the auditory fibres as well. Having 
syringed the right ear we find a quick rotatory 
nystagmus with the quick jerk of the eyes to the 
left. But now on syringing the left ear there is no 
nystagmus produced. Therefore the left vestibular 
nerve is degenerated, and w f e are probably right in 
assuming that her deafness is due to nerve trouble, 
and that it is not part of her hysteria. This case 
is a very good example of the fact that the presence 
of functional disease does not exclude organic 
disease nor vice-versa . This patient has an organic 
affection of the left facial and auditory nerves, 
whilst all the other symptoms are functional. 
When she came in, it was thought possible that she 
w-as a cerebellar case. It was pointed out that left 
facial palsy, left deafness, ataxia of left arm an^ leg 
and a reeling gait would all be in favour of cere¬ 
bellar disease, possibly a complication of the 


middle-ear disease. But there is hemianaesthesia. 
Now we do not get that in cerebellar disease, and 
more than that, the anaesthesia leaves out the arm, 
and there is no form of organic hemianaesthesia 
which leaves out one limb in this fashion. And then 
there is the loss of special senses : smell, taste, 
vision (hearing we have to exclude because of the 
operation) on the hemianaesthetic side, and this 
peculiar variety of centrally contracted vision that 
occurs in functional disease is not cerebellar in 
origin. So our diagnosis is that the patient is 
suffering from a functional hemianaesthesia and a 
functional gait, and functional tremor, plus an 
organic degeneration of the left facial and left 
auditory nerves. 

The second case is that of a girl, set. 14 years, 
and her condition is still more uncommon. She 
was sent into the hospital as a 'case of probable 
hysteria. The history was incomplete and not 
very clear. So far as we could learn it, it was 
as follows : Towards the end of February in the 
present year she was apparently asleep in an arm¬ 
chair, when she had a sudden attack of some sort, 
in which she was unconscious, had some con¬ 
vulsive movements, and vomited. She remained 
apparently unconscious for many weeks, and made 
no attempt to speak for over eight weeks. For 
the first week she was fed per rectum , as she was 
unable to swallow. After three weeks she swallowed 
well. The date of the onset of this tremor which 
you now see is uncertain. It was w r ell marked on 
July 8th, when she was seen by a physician of 
great eminence. And about that time it was 
noticed that her fingers were stiff and contracted. 
Her temperature was not noted during the early 
part of her illness, but it has been normal since 
she came into the hospital in August. She had 
had no previous illness. She was brought in with 
a curious tremor which was supposed to be of 
functional origin. You will see she is healthy 
looking ; she is perfectly intelligent; she answers 
questions very quickly, but her articulation is 
somewhat difficult to make out, because her articula¬ 
tion is hampered by similar involuntary movements 
in her tongue. We notice that she has a constant 
rhythmic tremor of the right arm and leg, and if 
you time this tremor you will find it is about four 
per second. It goes on constantly throughout her 
waking moments, but when she falls asleep it 
stops at once. It is generally a pronation-supina- 
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tion tremor of the fore arm. There is very little 
movement of the fingers and there is a flexion - 
extension tremor of the elbow. In the lower 
extremity it is chiefly a flexion-extension move¬ 
ment of the hip and knee, with inversion-eversion 
of the ankle. This tremor is rhythmic and constant, 
it cannot be controlled, and it goes on all daylong, 
except when she falls asleep. We also notice that 
her tremulous limbs are rigid, so that they cannot 
be completely unflexed. She does not like her 
limbs being passively extended, as it hurts her. 
She is rigid at the wrist and fingers, which are 
flexed into the palm of the hand, and the thumb is 
adducted to the extended index. We cannot 
extend the knee without causing considerable pain. I 
There is therefore considerable muscular rigidity | 
and contracture. 

Now let us sei what other points there are about 
her. Her pupils are equal, and they react to light 
and on convergence. She can look to either side 
well, but she cannot look up or down. When she 
speaks to us she smiles more on the left side than 
on the right. There is diminution of emotional 
movement in the right. Her reflexes, which we 
te^t as you see, are difficult to elicit owing to the 
tremor. There is a good knee-jerk on the left 
side. On the right side we cannot elicit it at all. 
Her ankle-jerk on the left side is just present. 
On the right side we cannot get it. The plantar 
reflex on the left side is flexor in type, on the right j 
side it is not present. There is no abnormality 
in the heart, lungs, or abdomen. The urine is 
normal. 

Here, again, the question of diagnosis arises. 
Is the case functional, or is it organic? This 
tremor might very well be functional; and the fact 
that the reflexes are not increased on the right side 
and that there is no extensor plantar reflex shows 
that there is no pyramidal lesion. Can it really 
be functional ? I do not think so, because we 
notice that while she can move her eyes freely 
towards either side she cannot move them up or 
down. She has partial external ophthalmoplegia. 
This variety of ophthalmoplegia occurs in lesions 
of one particular part of the central nervous system, 
viz, in the region of the mid-brain. I draw a 
diagram of a section of the corpora quadrigemina. 
You remember that the nuclei of the third nerves 
lie in the floor of the Sylvian aqueduct, and that the 
third nerve-trunks come out in the interpedun¬ 


cular space. A lesion in the floor of the aqueduct 
of Sylvius implicating the third nuclei would inter¬ 
fere with the up-and-down movements of the globes 
without interfering with the lateral movements, 
these latter being supplied by the sixth nuclei and 
lower part of the third. If, in addition, the 
lesion were to extend to the left side a little 
further, so as to implicate the left red nucleus, 
that would account fpr the whole of her present sym¬ 
ptoms. She has tremor of the right arm and leg, and 
tremors of that character are often associated with 
lesions of certain subcortical tracts in thebrain. And 
the subcortical tract which is affected in this case 
is the rubro-spinal tract, which decussates below 
the aqueduct and runs down the opposite side of 
the brain-stem supplying the face, arm and leg 
on the opposite side. A lesion of one rubro-spinal 
nucleus causes rhythmic tremor of the contra¬ 
lateral limbs without increasing the reflexes and 
without producing an extensor plantar reflex. If 
the lesion were to extend further ventrally, so as to 
implicate the pyramidal tract, it might have caused 
hemiplegia. But this patient can move all her 
limbs, although she is handicapped by the presence 
of tremor. It is common to think that the only 
motor tract of practical importance in the brain is 
the pyramidal tract, but that is not so. Another 
very important tract is this rubro-spinal tract. It 
is comparatively rarely that we have an opportunity 
of studying rubro-spinal lesions, but this case is 
very typical of the condition. The rubro-spinal 
tract starts in the red nucleus, crosses over and 
runs down the contra lateral column in the pons, 
medulla and spinal cord. The mid-brain is practi¬ 
cally the only spot in the brain where the rubro¬ 
spinal tract can be affected independently of the 
pyramidal tracts. Once you get into the medulla 
it is so close to the pyramidal tract that its fibres 
intermingle, and thus the pyramidal symptoms 
swamp the others. What other evidence besides 
tremor have we in this case ? There is the impli¬ 
cation of nuclei adjacent to the red nucleus, viz. 
the third nuclei, so that we have tremor of the 
opposite limbs, with weakness of up-and-down 
eye-movements. 

One of our cases illustrates how easily we may 
confuse functional and organic cases, whilst the 
other shows how an organic case, such as this, 
may easily be mistaken for a functional one. 

November 6th, 1911. 
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THE DANGER OF THE HOUSE¬ 
FLY.* 

By F. M. SANDWITH, M.D., F.R.C.P., 
Gresham Professor of Physic. 


Lecture II. 

Eyeryone has read in the Second Book of the 
Kings that Ahaziah, King of Israel, when he fell 
sick, sent to inquire whether he should recover 
of the god of the Philistine city of Ekron. This god, 
who is only once mentioned in the Old Testament, 
was called Beelzebub, or the lord of flies. He was 
the Baal to whom flies belong, or are holy, or, 
possibly, he was the averter of flies. This fly-god 
appears in the New Testament as the chief of false 
gods, and, eventually, as an arch-fiend opposed to 
the Deity, and Milton, in ‘‘Paradise Lost/ gives 
Beelzebub rank which is second only to that of 
Satan himself. 

From the earliest days flies have been known as 
the cause of impurity. I will say but little of the 
fourth plague of the Egyptians before the Exodus, 
because authorities are divided in opinion as to 
what insects the word “ flies ” covered. “ There 
came a grievous swarm of flies into the house of 
Pharaoh and into his servants' houses and into all 
the land of Egypt: the land was corrupted by 
reason of the swarm of flies.” 

There is the much-quoted verse in Ecclesiastes, 
reminding us that dead flies cause the ointment of 
the perfumer “ to send forth a stinking savour ”— 
and then comes the moral—a little folly destroys 
the worth of wisdom. 

One of the sayings attributed to the Prophet 
Muhammad is : “ If a fly fall into a drinking- 
vessel, that vessel must be washed, for a fly carries 
disease in one of its wings.” The wisdom of this 
saying is amply borne out by modern investigation, 
and I should add, even more urgently, that, should 
the fly fall into the milk-jug, that vessel should be 
washed, for it is very well known that in milk 
dangerous bacilli undergo rapid development 
without changing the appearance or the taste of 
the milk, and they may even live for several days 
in butter made from infected cream. 

Sir William Osier s^ys: “ One or two typhoid 

* Two Gresham Lectures. 


bacilli in a glass of water may be, and probably 
often are, taken with impunity by an individual 
not specially susceptible, but a few in water used 
to rinse a milk-jug or can would find in the milk 
such a suitable medium for growth that in twenty- 
four hours the milk would be highly infected.” 

Whatever proof is lacking to confirm our sus¬ 
picions as to the connection between summer 
diarrhoea and flies, which I dealt with in the last 
lecture, no such doubt now exists regarding the 
spread of typhoid fever through the medium of flies. 
Numerous tests have been made in India, where 
both flies and typhoid fever are much more pre¬ 
valent than in this country, and flies have been 
convicted where other sources, such as the water- 
supply, have been innocent. 

Let us now trace the connection between typhoid 
infection and flies. 

The bacilli of typhoid fever retain their vitality 
in garden earth for twenty-one days, in filter-sand 
eighty two days, in street-dust thirty days, and on 
linen sixty days. 

This question is of the greatest importance if 
you remember that it is rare to meet with drainage 
by sewers anywhere outside Europe. In English 
towns the drains rapidly carry away typhoid bacilli, 
but in camps and other places where dry earth 
closets are in use, the. flies bring back the bacilli 
to our food. 

Flies are scavengers to be found everywhere, 
more especially in hot countries, and we have 
studied their habits sufficiently to realise what a 
menace they are to our health. 

Dr. Howard and others have suggested that the 
friendly name “ house-fly ” should be changed, and 
that he should henceforth be called the “ typhoid- 
fly,” not because he is invariably the cause of the 
disease, but because he undoubtedly sometimes 
plays an important part in the distribution of it, 
and the name would be a constant reminder to us 
of his filthy and dangerous habits. 

We are told that the average fly carries on and 
in his body one and a quarter million bacteria, 
which it collects from the places where it breeds 
and where it feeds. The female deposits her eggs 
where there is abundant food for the larvae when 
they are hatched, and she chooses for this purpose 
I almost any kind of decaying or fermenting stuff, 

I preferring horse-manure to anything else. Where 
j this is piled up in heaps it retains its moisture and 
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Warmth, and this is the ideal ground for the 
development of the larvae or maggots when they 
emerge from the eggs. 

If flies confined themselves to horse manure 
it would be well for us, but they are likewise 
attracted to human manure, and breed freely 
where such accumulates. In favourable conditions 
of warmth and moisture the eggs hatch into larvae; 
these turn into pupae, and finally into full-grown 
flies in from eight days to six weeks. As they 
emerge, the larvae and flies feed on the material 
around them, and some of it necessarily clings to 
their bodies, and in this filth are the micro¬ 
organisms so important, and often so dangerous to 
us. If the soil in which the insects are bred 
contains typhoid or other harmful bacilli, these 
are conveyed by the flies from their breeding- 
ground to any other place on which the flies 
settle. And where do they like to settle so much 
as on our food ? 

Where the food and infective matter are not 
separated by any great distance the fly can bring the 
enemy to us by means of its legs and wings. If 
the distance is greater, the alimentary canal of the 
fly is the more important danger, because the 
bacilli dry up and become innocuous after a short 
time on the outside of the fly. In the case of the 
house-fly it has been shown by experiments that 
the germs in its alimentary canal remain infective 
for eleven days in the case of non-sporing organisms, 
while with spore-bearers, such as the anthrax 
bacillus, they can be externally conveyed for the 
same length of time. 

Also it has been proved that the fly's habit of 
cleaning itself results in a new infection of the 
legs and body from the proboscis, from which 
bacteria are produced. 

Another question of importance is the distance 
which flies will carry infection. Are we safe from 
accumulations of filth in our neighbourhood? 
Some experiments have been conducted by the 
medical inspectors of the Local Government Board 
with flies artificially coloured for the purpose of 
identification, and it was found that the direction 
of their flight was considerably influenced by the 
direction of the prevailing wind, and that flies may, 
and do, travel for as great a distance as one mile. 
This should be taken into consideration where the 
sanitary administration has to deal with accumula¬ 
tions of manure, rubbish heaps, or sewage farms, 


for flies are probably frequent carriers of the eggs 
of parasitic worms to milk and other forms of 
human food. 

An English child in Alexandria apparently 
contracted typhoid fever by dust or flies carried 
from a smelling heap of recently imported rubbish, 
which had been shot down about 300 yards to 
windward of the patient's house. The youngest 
case I ever attended was a boy of eighteen 
months, a Vell-cared-for English child, living in 
the desert beyond Cairo, and fed on milk from a 
cow kept in the garden. The supposition in this 
case is that the patient contracted typhoid fever 
from flies, which were prevalent in enormous 
numbers, and which had a favourite breeding- and 
feeding-ground in a sewage farm which lay at a 
little distance in the direction of the prevailing 
wind. 

Dr. D. D. Jackson made a report on the “ Pollu¬ 
tion of New York Harbour as a menace to the 
health by the dissemination of intestinal diseases 
through the agency of the common house-fly," and 
he calls attention to the fact that the prevalence of 
typhoid and other intestinal diseases coincides with 
the prevalence of flies, the greatest number of 
deaths from this cause occurring near the river 
banks, where open and ill-constructed sewers spread 
out their contents and where flies abound. 

As a certain proof of their danger, the bacillus of 
typhoid fever has been found in flies caught in 
houses where people were lying ill of that disease. 

Captain Faichnie, of the Indian Medical Service, 
was once sent to investigate a small outbreak of 
typhoid fever at Kamptee, an Indian military 
station. He could find no usual source of infection 
for the outbreak; the water supply was pure and 
there was no obvious direct infection. Having ex¬ 
cluded all other sources, his suspicions fell on the 
flies and about forty were collected. Of these, 
twelve, caught in the artillery lines, were mashed up 
in sterile normal salt solution and a drop of the 
solution was examined under a powerful microscope. 

His suspicions were justified, for the typhoid 
bacillus was found to be present. 

Other experiments of the same kind have had 
flitailar results. Typhoid fever is still the scourge 
of the white man in India, but from year to year 
we are learning to master our foe, and we con¬ 
fidently look forward to the tifne when typhoid 
epidemics will be things of the past. 
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Lieut.-Colonel C. Jones pointed out last year the 
marked diminution of typhoid fever in Nasirabad, 
where it used to be very prevalent. He attributes 
this greatly to a better system of trenching night 
soil, thus preventing the breeding-grounds of flies, 
which had greatly diminished in number. The 
water supply, for so many years suspected as the 
sole source of typhoid infection, had always been 
excellent; and this was likewise the case at Mhow, 
where, however, there was a sudden diminution of 
typhoid fever in 1907, which coincided with an 
improvement in the trenching grounds, where flies 
had previously bred in enormous numbers, and 
where, in 1907, no flies were bred. 

At Jubfculpore, on the other hand, where the 
water is also excellent, typhoid fever is terribly 
prevalent, but the trenching grounds are not 
properly regulated and are said to be swarming 
with flies. 

It used to be held that enteric fever could not 
be communicated from person to person, but 
recently dozens of such cases have been reported. 

Campaigning is a very important predisposing I 
cause in all armies, hence the French term | 
“ manoeuvre fever.” In spite of many sad lessons, I 
general officers commanding European troops in | 
the field do not seem yet to understand that 
enteric fever is one of the most dangerous enemies 
they have to fight. In 1897 the enteric fever 
admissions in the British Army of occupation in 1 
Egypt during the year were 67 per 10,000 men, I 
but in the following year, which was that of the | 
Sudan expedition, the admission-rate rose to 810, , 
though it fell again in 1899 to 75. There is nothing 
exceptional in this, for in the Spanish-American 1 
war of 1898 one fifth of the United States soldiers 
suffered from enteric fever, and in the years of the 
South African War the English had 31,118 cases of 
enteric fever, with 6177 deaths. Camp pollution, 
flies and dust as carriers of contagion into unpro¬ 
tected food, and the transportation of the poison i 
in blankets or in clothing, are the chief additional 
reasons why enteric fever has so wide-spread a 
prevalence in camps during war. 

During the Russo-Japanese war of 1904-5 great 
attention was paid to the preservation of the health 
of the Japanese troops, and the cases of sickness j 
admitted to hospital were extraordinarily low in 
comparison with other campaigns in the Far East. 
Prof. Koike, a Surgeon-General of the Imperial 
Japanese Army, wrote that one of the chief 
difficulties in preventing infectious diseases was 
the number of flies. Prizes were offered for the 
best method of extermination, but the flies > 
increased and multiplied in spite of the plans sug- * 
gested. Eventually the advice of an entomologist j 


in the Yalu Army was taken, and a determined 
attack was made, not upon the adult flies, but upon 
the eggs in the breeding-grounds. Manure and 
dust were burned up, and the result was that “ the 
number of flies decreased remarkably.” Prof. 
Koike regrets “ that the successful scheme of 
destroying the eggs of flies was discovered rather 
late, and in consequence was not adopted 
generally.” 

During the war between China and Japan, in the 
years 1894-5, the cases of typhoid fever amounted 
to 37 per 1000, and the deaths to n per 1000. 
During the Russo-Japanese war, ten years later, 
the typhoid sick-rate was reduced to 9 per 1000, 
and the deaths to 5 per 1000. Baron Takaki, 
lately Director-General of the Medical Department 
of the Imperial Japanese Navy, believes that this 
remarkable improvement was partly due to the 
fight against flies, and he also praises the 
destruction of manure and rubbish, which con¬ 
siderably diminishes the number of flies. 

After the Spanish-American war of 1898 a com¬ 
mission was appointed to investigate and report on 
the prevalence of typhoid fever in the American 
concentration camps. Dr. Vaughan sums up the 
conclusions in the following extract: 

“ Flies undoubtedly served as carriers of the 
infection. My reasons for believing that flies 
were active in the dissemination of typhoid may be 
stated as follows: 

“(a) Flies swarmed over infected faecal matter 
in the pits and then visited and fed upon the food 
prepared for the soldiers at the mess tents. In 
some instances, where lime had recently been 
sprinkled over the contents of the pits, flies, with 
their feet whitened with lime, were seen walking 
over the food. 

“ (b) Officers whose mess tents were protected, 
by means of screens suffered proportionately less 
from typhoid fever than did those whose tents were 
not so protected. 

“(c) Typhoid fever gradually disappeared in the 
fall of 1898, with the approach of cold weather and 
the consequent disabling of the fly. 

“ It is possible for the fly to carry the bacillus in 
two ways. In the first place faecal matter contain¬ 
ing the typhoid germ may adhere to the fly and be 
mechanically transported. In the second place it 
is possible that the typhoid bacillus may be carried 
in the digestive organs of the fly and may be 
deposited with its excrement.” 

• 

Myiasis. 

We have so far considered some of the diseases 
caused, as we may say, innocently, by flies. But 
this is not the only source of danger. The female 
fly of certain species is known deliberately to tres¬ 
pass where she is not wanted and to deposit her 
eggs where the maggot causes great suffering when 
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hatched. Diseases caused by dipterous larvae are 
known by the name of “ myiasis.” This term seems 
to have been introduced in 1837 by the Rev. Mr. 
Hope, an entomologist. It is a condition which 
affects animals more often than men, and, except 
in some few cases, the larvae found in mammals 
other than man belong to the bot-fly or warble fly. 
These flies require, for the development of their 
larvae, the'living body of a mammal; this is their 
only method of development, and if they are 
deprived of such a host they cannot propagate 
their species. 

The horse bot-fly ( Gastrophilus equt) lays her 
eggs on the legs or some other part of the body of 
the horse. The horse licks them off and swallows 
them, and in due time they hatch and develop in 
the alimentary canal. Such large numbers of the 
larvae are sometimes found covering the walls of 
the stomach that they interfere seriously with the 
work of that organ. When the lame are full grown 
they pass from the rectum and complete their life- 
history on the ground. 

The sheep bot-flies {Gastrophilus ftasalis) lay their 
eggs direct in the nostrils of sheep, and when the 
larvae are hatched they pass upwards into ' the 
frontal sinuses and cause terrible suffering to 
the unfortunate animal. 

The ox warble eggs ( Hypoderma lineata) are also 
licked from the body where they have been laid; 
they develop in the gullet and then work their way 
through the tissues of the body to the back, where 
they break through the skin, leaving scars which 
spoil the value of the hide, besides causing con¬ 
siderable pain to the ox. 

Myiasis in man is not often caused by bot-flies, 
although occasional cases have been reported; 
most instances of human myiasis are due to larvae 
which are not habitual parasites, but which are 
generally found in dead and decomposing matter 
or in excrement. Human myiasis is of three kinds 
—intestinal, cutaneous, and nasal. 

To be eaten of worms was, in ancient history, a 
conventional ending of tyrants and monumental 
criminals. In this way tradition, Christian and 
pagan, took its revenge. 

Herod Agrippathe hirst, grandson of Herod the 
Great, seems to have begun life as a spendthrift 
adventurer, until the friendship of the Roman 
Emperors Caligula and Claudius raised him to the 
rank of tetrarch and consul with the title of king of 
a portion of Syria. During his three years of actual 
rule as a vassal king, when he had to combine the 
two contradictory parts of a Jewish monarch and 
a Roman citizen, he became a model of Pharisaic 
piety. According to Josephus “ he loved to live 
continually in Jerusalem, and strictly observed the 
laws of his country, keeping himself in perfect 
purity, and not allowing a single day to pass over 
his head without its sacrifice.” He persecuted the 
Christians, sacrificed the Apostle James (the son 


of Zebedee),and nearly killed Peter. His unhidden 
Jewish sympathies cost him the affection of the 
Roman towns and troops, so that the report of his 
death was received with outrageous jubilation on 
the part of the army. Of his death there are two 
accounts. Josephus says that he went to Caesarea 
in order to celebrate the games in honour of the 
Emperor Claudius, who had just safely returned 
from his victorious British expedition in the spring 
of a.d. 44. The leading men of the kingdom were 
gathered together, and on the second day of the 
festival, as he entered the theatre, clad in a robe of 
silver tissue gleaming in the sun, Herod Agrippa 
was saluted by his courtiers as more than mortal. 
Shortly afterwards, looking upwards, the king saw 
an owl sitting over his head on one of the ropes, 
and recognised it (from a former dream) as a 
messenger of death, he was seized at that instant 
with severe pains, and in five days was dead. 

The New Testament, however, says “ he was 
eaten of worms and gave up the ghost” (Acts xii, 
23). It might, at first sight, be thought that a 
person “ eaten of worms ” was done to death by a 
host of parasites, such as we know may inhabit the 
human alimentary canal. It is true that there is a 
special kind of intestinal hook-worm ( Ankylo- 
stomum duodena/e ) met with in Syria and Egypt 
which actually causes death. But the inhabitants 
of those countries, even to-day, cannot see the 
worm, and therefore do not know when they are 
infected by it, and the worm was not recognised by 
anyone as the cause of tropical anaemia until the 
middle of the nineteenth century. So we are not 
justified in supposing that Herod’s was a case of 
hook-worm disease, and it is better to accept the 
usual interpretation that he was infested with 
maggots, which might easily be described in 
popular language as being “ eaten of worms.” 

In the Apocrypha we are given the history of that 
“sinful root” Antiochus IV Epiphanes, who came 
to the Greek throne in nearer Asia in b c. 176, and 
did his best to upset the Jewish religion and 
persecute the Jews, spoiling their temple at 
Jerusalem and provoking the Maccabsean rebellion. 

; Of his death, which took place in b.c. 164, there 
are two accounts : by one (1 Maccabees 6-8) he 
“ fell sick for grief, because it had not befallen him 
as he looked for ” ; by the other (11 Maccabees 9) 
“he fell from his chariot, and, having a grievous 
fall, was racked in all the members of his body.” 
This chariot accident, with probably some fractured 
! bones, for he had to be carried in a litter, was 
apparently complicated by septic infection of his 
! wounds and invasion of the fly-blown skin by 
maggots. “ Out of the body of the impious man 
worms swarmed, and while he was still living in 
anguish and pains his flesh fell off, and by reason 
of the stench all the army turned with loathing 
from his corruption. So the murderer and blas¬ 
phemer, having endured the sorest sufferings, even 
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as he had dealt with other men,ended his life among 
the mountains by a most piteous fate in a strange 
land.” He died at Tabae, in Persia, and evidently 
inspired the prophet Daniel (Daniel xi, 21-45). 

Galerius, the Roman Emperor, who issued the 
first edict of persecution against the Christians, 
died a.d. 311, and according to the 1802 edition 
of Gibbon's 1 Decline and Fall of the Roman 
Empire,' “his body, swelled by an intemperate 
course of life to an unwieldy corpulence, was 
covered with ulcers and devoured by innumerable 
swarms of insects.” 

In olden days, when wounds were kept in a very 
foul condition, often exposed to the air, it was not 
unusual to find them swarming with the footless, 
white or yellowish larvae, generally known as 
maggots. In war time, when wounds cannot always 
be dressed at once, when flies abound and cleanli¬ 
ness is sometimes impossible, such a horrible 
condition of things may still occur. 

I have a very lively recollection of the sufferings 
caused by maggots in the wounds of Turkish 
soldiers during the Russo-Turkish war. During the 
last week of August, 1877, I had the good fortune 
to find myself in the Balkans on the Turkish side 
of the Shipka pass, for the recovery of which from 
the Russians every nerve was being strained. 
During the week the official accounts stated that 
10,000 wounded Turks passed through our Ambu¬ 
lance. Enormous numbers of them were shot in 
the head or face, because the cover they sought 
behind rocks often protected their trunks and 
limbs. Those hit in the head were usually killed 
outright, and some 3000 of them never reached 
our ambulance tents. But when a man was shot 
in the face he might be stunned for a time, 
but eventually he would drag himself down the 
crags by night and find his way, after an in¬ 
terval of two or three days, to the deserted Bul¬ 
garian village where we were working. The village 
itself had to be avoided, for not only was it still 
smouldering as the result of an universal conflagra¬ 
tion, but the corpses of men and pigs were lying 
unburied, and so attracted hordes of ownerless 
dogs, which used to come down from the hills by 
night to gorge themselves. 

The sun was scorchingly hot all day, and on the 
first day of the fighting, which was a few hours 
after our arrival, we were.overwhelmed with dozens 
of wounded before we had had time to put up our 
tents, and consequently our arms got fearfully 
blistered from working in the open with our shirt¬ 
sleeves rolled up. 

We thus had all the essentials for the production 
of myiasis : great heat, a plague of flies, rotting 
carrion, and a proportion of patients who had been 
lying unheeded, and for a time unconscious, where 
they fell. They had thus become ready victims to 
septic conditions and were consequently ideal 
grounds for fly nurseries. The maggots were found 


in the orbit, nose, mouth and ear, and in some of the 
deeper cavities of the skull which had been laid 
bare by the shattering bullet. I have no desire to 
make you appreciate the repulsive sight which 
some of these poor soldiers presented, nor the 
difficulty which we had in removing the loathsome 
larvae. For eight days, from early dawn to dusk, 
the wounded came to us in crowds, mostly on 
their own initiative, a few with broken legs trans¬ 
ported on rude stretchers by their comrades. Never 
was an impregnable position stormed with less 
forethought and care for the wounded, and never did 
soldiers fight with greater heroism, or accept their 
wounds and want of medical comforts with greater 
philosophy. When this week of terrible fighting 
was over we were able to organise a field ambulance 
to pick up the wounded on the heights and we 
transferred our operating tent to a shady village 
where we had comparative freedom from flies ; 
but it was not until a new Turkish Pasha came to 
command the troops in October that we were able 
to get all the Bulgarian corpses on the high road 
buried. 

There is no doubt that the presence of larvae in 
wounds is due to a mistaken instinct on the part 
of the fly, which is attracted to any obnoxious 
stench, and is seeking decaying matter for the 
food and development of its larvae. 

There is no more graphic and true account of 
suffering which is bound to come in war time than 
the lines of- Tennyson in his poem on “ The Siege 
of Lucknow.” 

“ Men will forget what we suffer and not what we do. We 
can fight ! 

To be soldier all day and be sentinel all through the 
night— 

Ever the mine and assault, our sallies, their lying alarms, 
Bugles and drums in the darkness, and shouting and 
sounding to arms, 

Ever the labour of fifty that had to be done by five, 

Ever the marvel among us that one should be left alive, 
Ever the day with its traitorous death from the loopholes 
around, 

Ever the night with its coffinless corpse to be laid in the 
ground, 

Heat like the mouth of a hell, or a deluge of cataract 
skies, 

Stench of old offal decaying, and infinite torment of flies , 
Thoughts of the breezes of May blowing over an English 
field. 

Cholera, scurvy, and fever, the wound that would not be 
healed, 

Lopping away of the limb by the pitiful, pitiless knife, 
Torture and trouble in vain—for it never could save us a 
life.” 

It is doubtless the stench of a purulent discharge 
from the nose or ears which attracts flies, and 
accounts for the occasional presence of eggs and 
larvae in these organs, a not uncommon pheno¬ 
menon in hot climates. The larvae eat their way 
through the lining mucous membrane of the nose 
or ear, through the cartilage, the muscle, and even 
the bone, causing terrible agony and even death 
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from septic poisoning. A case of this kind was 
reported from South America. 

A man who had suffered from ozaena for a long 
time was on a shooting trip in Illinois and slept 
out of doors in the forest. It was probably during 
his sleep that a fly laid her eggs within his nose. 
The larvae hatched, and when he presented him¬ 
self for treatment he was suffering from severe 
headache and insomnia, and his nose and eyes 
were greatly swollen and painful. On examination 
it was found that a numberless quantity of maggots 
had eaten through the hard and soft palate, and 
had formed a hole in the roof of the mouth over 
an inch long and a quarter of an inch broad. 
The discharge from the wound was exceedingly 
offensive. Carbolic acid solution was injected, 
the maggots were mechanically removed, and the 
patient recovered. 

The lesions in the skin of lepers attract flies, and 
occasionally these unhappy people are found to be 
infested with maggots. 

Intestinal myiasis is probably caused, in most 
cases, by the swallowing of the eggs or living larvae 
of the flies in food, and if we consider how many 
flies settle on food before it reaches our mouths 
the wonder is that we are not more often infected. 
It is true that fly-blown meat from the butcher’s 
shop, fruit and vegetables, are cooked before they 
come to table; but think of the exposed jam 
pot, the open milk jug, the sugar bowl covered with 
hungry flies, and the cold meat which has been the 
happy feeding-ground of the blue-bottle and house¬ 
fly in the larder. Even the wire gauze oval shaped 
meat covers with which we think to protect our 
cooked meat are insufficient, for the blue bottle, or 
blow-fly, when she cannot gain direct access to the 
meat, rests on the top of the cover and allows her 
eggs to drop through the meshes of the gauze on 
to the meat below. 

Meat, sweets, high game and rotting cheese are 
all favourite feeding-grounds for various kinds of 
flies, and there is little doubt that we often swallow 
the eggs or even the maggots without knowing it. 

Fortunately our digestive juices usually destroy 
the eggs or maggots, and we are unable to say why 
they occasionally fail to do so. 

In the instances recorded there has been a delay 
of some days after the swallowing of the eggs or 
maggots during which the patient felt no ill-effects, 
and the parasite must have grown fat, strong and 
bristly. Then comes a period of pain, nausea, 
giddiness, and great nervous irritation, ending in 
the evacuation of the larvae and instant relief. I 
will give only one instance of intestinal myiasis 
reported by Dr. Krause from Germany, which also 
shows the nervous symptoms which are so often 
well marked as a complication of this trouble. 

On June 14th, 1885, a tanner, aet. 40 years, 
fell ill. He suffered from general feelings of dis¬ 
comfort, which took on a distinct form in so far 


that he had lost his appetite, had a feeling of 
anxiety and oppression and pain at the heart, also 
a severe headache. Up till this time the patient 
had been healthy-. Examination showed nothing 
of importance. In the afternoon, about six o’clock, 
while occupied at his business, he cried out loudly 
and fell to the earth striking his head. Dr. Krause 
diagnosed epilepsy, and treated the patient with 
bromides and purgatives, through the action of 
which latter, to the mixed alarm and joy of the 
patient, there was evacuated from the bowel a mass 
of living animals belonging to two species. These 
were sent to Prof. Leuckart, who recognised the 
larger as Musca vomitoria (the blue-bottle fly), and 
the smaller as Anthomya canicular is. Krause said 
there were about 1000 of the larger passed. From 
the moment that he got rid of them the anxiety, 
the feeling of oppression, and the unexplainable 
anxious feeling which had so long distressed him, 
and the epileptic seizures were never repeated. 

Knowing that flies sometimes act as the dis¬ 
seminators of typhoid fever and summer diarrhoea, 
it is easy to understand that they may also 
convey cholera. The cholera bacillus, like the 
typhoid bacillus, lives for a short time^outside the 
human body in the excrement of the cholera patient, 
and has to be swallowed to produce infection in 
another person. Cholera is now of rare occurrence 
in clean countries like ours, where there is a good 
water supply. But in India and others of our 
tropical dependencies it is an almost regular annual 
visitant, and occurs chiefly in the hot summer 
months when flies are everywhere. 

Simmonds isolated cholera vibrios from flies 
which were captured in a post-mortem room in 
which cholera corpses were lying, and Tizzoni and 
Cattani obtained cultures from flies caught in the 
cholera wards of a hospital. 

Only those who have witnessed illness in the 
heat of a tropical summer can understand what an 
almost insupportable torment the fliescan become— 
torpid, persistent, greedy, and difficult to kill, they 
cause such irritation and misery to the sick man as 
to be a menace to his convalescence. In going 
round the wards of a hospital in the tropics you can 
recognise patients who are dangerously ill* without 
even knowing what is the matter with them, by 
observing the swarms of flies hovering over the 
unconscious victim and crawling over his hands 
and face. This can, of course, be prevented if the 
hospital is sufficiently well equipped to h^ve an 
orderly sitting by the bedside keeping the flies 
from settling on the patient by means of a fly- 
whisk. 

In 1894 Surgeon-Major Macrae was able to 
prove the influence of flies as carriers of cholera. 
In that year he was in medical charge of the Gaya 
Jail in India, and out of 452 prisoners there w'ere 
34 cases of cholera with 20 deaths until the 
remaining prisoners were removed from the jail 
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into camp. Before the epidemic began the prison 
was infested with a plague of flies, and he after¬ 
wards wrote: “ It was an observation of daily 
occurrence to see them settling on cholera stools 
whenever possible.” When the food was dis¬ 
tributed to the prisoners on open iron plates the 
flies crowded to the food, and a struggle ensued 
between them and the prisoners for the food. No 
cholera occurred on the female side of the prison, 
which was separated from the male side by a high 
wall, which apparently cut off the possibility of fly 
infection. 

It is no new idea that flies can poison our food, 
for in 1659 Athanasius Kircher wrote: “There 
can be no doubt that flies feed on the internal 
secretions of the diseased and dying, then, flying 
away, they deposit their excretions on the food in 
neighbouring dwellings, and persons who eat it are 
thus infected.” 

Experiments have shown that flies, which are 
attracted to tht discharging sores of plague patients, 
carry away the germs for several days, and that 
they may themselves die of the disease, but may 
previously infect food. When Professor Yersin 
was making his studies on plague in Hong Kong, 
he observed many dead flies lying about in the 
laboratory where he was examining the dead bodies 
of animals which had died of plague. He made a 
culture from the mashed-up bodies of these dead 
flies, and with it inoculated certain animals in 
order to test the danger of these insects, and he 
proved that these dead flies contained virulent 
plague bacilli which were capable of infecting other 
animals, and might infect man. We know that 
the infection of bubonic plague is chiefly conveyed 
by the rat-flea, but the danger from other sources 
must not be minimised. 

Anthrax bacilli, as I have previously mentioned, 
can also be carried by flies which have visited an 
infected carcase, and it is very generally thought 
that they may carry the infection of such diseases 
common in the East as yaws, Bagdad boils 
(Oriental sore), leprosy, dysentery, and many 
others. 

Anyone who has visited a patient with a chronic 
cough may have noticed the eagerness with which 
flies feed on the expectoration, even when other 
food is accessible to them. It has been proved 
by several observers that flies are a contributory 
cause of the spread of tuberculosis, and that the 
tubercle bacilli may remain virulent in the intes¬ 
tines of the fly for at least fifteen days. It is 
therefore necessary to protect sputum and other 
discharges from consumptive patients from flies, 
lest these ubiquitous insects should act as dissemi¬ 
nators of the tubercle bacilli. 

This is an additional reason for protecting food 
from flies, which may already have swallowed 
tubercular material. 

Destruction ,—When the question arises as to 


how to rid ourselves of flies, the old saying that 
prevention is better than cure is adequately proved. 
A great many suggestions are made in the medical 
press and elsewhere for the destruction of flies, and 
some of these have been proved to be successful, 
and I will repeat them to you. But it is un¬ 
doubtedly the case that flies are difficult to kill, and 
it is an unpleasant process. No ; to get to the root 
of the difficulty you must check them at the source 
by preventing their multiplication, and this is far 
easier and more effective then destroying them 
when they are full grown. 

The sanitary authorities must be compelled, by 
the pressure of public opinion, to rid us of the 
breeding - grounds, for wherever this has been 
accomplished the result has justified the labour 
and expense. The medical officers of health in 
our great cities are actively concerned in the pre¬ 
vention of flies by the destruction of rubbish ; in 
country districts far more activity must be shown 
in this direction. Let us ever keep in mind 
that the house-fly is the product of dirt and care¬ 
lessness. In Liverpool it was found that horse 
manure was most highly favoured by the larvae of 
flies ; but they revelled also in rotten flock beds and 
straw mattresses; they throve on old cotton garments 
and rotten sacks and waste paper; and seemed 
specially partial to the dirty bedding from rabbits 
and guinea-pigs. They fed also on bread, decayed 
fruits and vegetables, the excreta of domestic fowls 
and pigs, and on human excreta in the ashpits and 
stable middens. In all cases, however, they throve 
best, and occurred in the greatest profusion, where 
fermentation had taken place, so that the tempera¬ 
ture of the habitat was raised above that of the 
outside air. 

If, then, there were no refuse, no accumulations 
of stable manure, unemptied dustbins, and other 
moist and smelling dirt, the eggs of the fly could 
never be hatched. 

In London the diminution of flies within the last 
thirty years has been remarkable, but during the 
hot summer months the close and evil-smelling 
rooms of the very poor still swarm with them. In 
country districts the filthy stable yard, the disgust¬ 
ing middens and other accumulations of dirt, often 
in close proximity with the dairy or the dining¬ 
room of the public inn, are crying scandals, and 
must not be tolerated. Stable manure must not 
be allowed to accumulate between the months of 
May and October for a longer period than one 
week, and ashpits should be emptied during those 
months every week. 

The departments of health in some of the great 
American cities are fully aware of the importance of 
educating public opinion on the subject. They not 
only make great efforts to rid the towns of 
accumulations of refuse, but they also issue 
circulars and posters warning the citizens against 
the fly danger, even advising them to take their 
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summer holidays in sanitary surroundings where j 
scavenging is well done, and where there are few j 
flies. “Clean, safe food,” says a poster issued 
from the Chicago Department of Health, “ cannot 
be served in a dining-room ip which there are 
swarms of flies.” 

Again, this Department issues newspaper wrap¬ 
pers with the picture of a fly and the inscription 
“ Kill that fly.” Again, “ Don’t forget that one fly 
killed now will save the necessity of killing a 
million two months hence,” and the verse, “This is 
our summer battle-cry: muzzle the dog ; kill the 
fly,” and the warning, “ Where flies multiply there 
the babies die.” 

Good advice is also given how to prevent and 
destroy the pests. No accumulation of garbage 
should be allowed, and if it stands at all it should 
be sprayed with a little common kerosene mixed 
with crude carbolic acid (i ounce acid to i quart 
kerosene), which keeps flies off and kills the eggs 
and larvae. The screening of food and windows is 
recommended, the use of fly-papers and the burn¬ 
ing of pyrethrum powder. Another poster from 
Chicago is headed “ Speaking of Flies ! ” It gives 
a vivid account of their dangers, besides an 
elaborate illustration showing flies issuing from 
every disgusting and infective, material and flying 
straight to food on the table. i 

One fact I cannot too strongly impress upon you. i 
The storing and keeping of food is a very important ' 
question, and one which is not sufficiently con¬ 
sidered in our London houses. Our grandparents ' 
were provided with cool, well-ventilated cellars, 
and in these were the gauze-covered safes where 
food was kept. We now have to manage with a ! 
small, ill-ventilated larder above ground, inaccessible 
to a health-giving draught, and a very trap for flies, I 
smuts and dust. All we can do, and must do, is 1 
to screen the food from actual contact with flies, I 
to destroy the flies, and keep this miserable pretence j 
of a larder as clean and airy as we can. 

Many remedies have been suggested for the i 
destruction of flies. A weak solution of formal¬ 
dehyde, 2 per cent., sweetened with sugar and 
coloured by a little milk, has been found effective, 
because flies drink it and die of the poison, either 
immediately, when they drop into the liquid, or 
close to it, when they can be swept away. As 
formaldehyde also destroys disease germs within 
the fly it may serve the double purpose of killing 
the insect and disinfecting the slain. But as for¬ 
maldehyde evaporates quickly a fresh solution must 
be put down every day, and it is important to see 
that the drug is not stale. 

Another means recommended by some is to 
sprinkle all the window-ledges of a room with 
Keating’s powder. The flies will settle on the 
window-pane, will get their feet powdered and will 
be unable to stick to the glass, slipping again and 
again into the powder till they die. 


A correspondent in a leading medical paper 
tells us that an effective means of destroying flies 
is to paint the window-frames with crude petro¬ 
leum. But the smell of this must be very unplea¬ 
sant. 

The Public Health Department of Dublin made 
an attempt to exterminate the house-flies this 
summer, for they were unusually abundant during 
the hot months. A notice was issued calling 
attention to the harmful effects of the fly, and 
offering 3 d. for every 12,000 flies brought in a 
paper bag. I am unable to say how many were 
caught and paid for, but the danger of such a 
method is that people might be induced actually 
to breed flies for the sake of the profit! 

Another prescription for the purpose is—a 
solution of 15 parts of commercial formol, 20 
parts milk and 65 parts water, to’ be placed in 
saucers in the room. Also heat a shovel and pour 
20 drops of carbolic acid on it. The vapour will 
kill flies. 

Frofessor Newstead finds that Paris green, in 
the proportion of two ounces to one gallon of 
water, or 1 per cent, solution of atoxyl in water, 
kills the larvae in stable manure or ashpit refuse, 
but as they both contain arsenic, cattle must not 
be allowed to eat the straw of the manure which 
has been so treated. 

Flies and their larvae have some natural enemies. 
First there are the early autumn frosts, which 
destroy enormous numbers in a night, but not by 
any means all. Flies are clever enough to seek 
shelter in protected spots, and even breed during 
the winter months where they find suitable con¬ 
ditions. Many are attacked by a parasitic fungus 
in the autumn (Empusa musccc) which penetrates 
their bodies, infects the blood-sinuses and kills the 
fly. Fowls eat the larvae greedily, so that when 
they are allowed free access to stables and farm¬ 
yards the larvae are kept under. The proportion 
necessary is at least six hens to every horse. It 
has even been found that such fowls become unfit 
for table use, because their flesh tastes of the farm¬ 
yard. Where fowls have been busy scratching up 
the stable manure you will find few or no larvje. 
The larvae have few other natural enemies, though 
in country districts they are attacked by birds and 
by ants. Dr. Jones has given an interesting 
account of the manner in which ants prey upon the 
fly-larvae in the Philippines, where they actually 
keep the number of flies well in check. He 
describes their methods thus : 

“ Upon watching these ants attack fly-larvae, it 
is interesting to note that they do so in a way 
which proves that they are no novices at the 
procedure. One will attack an extremity and 
apparently bite it, and as soon as the larva begins 
to coil and makes efforts to escape, numbers of 
others will immediately jump upon it, and in the 
course of a few moments the larva will be apparently 
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dead. I believe that the ant introduces some 
venom in the act of biting, formic acid in character, 
which preserves the larva as food until such time 
as the ant needs it—cans it, in other words. As 
soon as the struggles of the larva have ceased, 
they haul it off to their nests and return for others. 
In many instances I have seen them carry away 
pupae.” 

When America took possession of the Philippine 
Islands steps were immediately taken to put the 
country into a proper sanitary condition, and the 
result has been most marked in the diminution of 
death and disease. In the city of Manila the 
absence of the common house-fly is remarkable, 
and this is due to the excellent arrangements 
uvhich have been made for the collection and 
destruction of garbage and street sweepings. It 
is interesting to note that when the landscape 
gardeners were anxious to beautify the grounds of 
the Philippine General Hospital, permission was 
given to use manure without having it well covered 
or treated with kerosene and lime, but the plague 
of flies which ensued, and which gave rise to a great 
storm of complaints, compelled the authorities to 
w ithdraw that permission. 
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WITH MR. GORDON WATSON 
IN THE WARDS OF 
ST. BARTHOLOMEW’S HOSPITAL. 


Case i.— Myositis Ossificans Traumatica. 

The first case I wish to show is a woman with an 
osteoma in the substance of the brachialis anticus 
muscle. This has resulted from a dislocation at 
the elbow. You will find this condition more 
often associated with dislocation than with other 
injuries. These osteomata in the substance of 
muscles following injuries and dislocations are 
more common than they used to be. They are, 
of course, more often recognised since the intro¬ 
duction of X rays, but I believe that the condition 
is actually more common, and I think the explana¬ 
tion is that vigorous passive movements and 
massage are nowadays employed after injuries to 
joints. The condition is less common after 
fracture than after dislocation, and in cases of 
fracture at the elbow-joint rest and fixation are 
usually employed, and movements are delayed 
until union has occurred. In these cases the soft 
parts are not disturbed until the inflammation has 
subsided, and there is no stimulus to the forma¬ 
tion of bone except round the broken bone. I 
think that the rage for early movement after 
injury has been carried too far. Gentle massage 
is excellent, but passive movements may stimulate 
the growth of bone from torn and detached 
fragments of periosteum. It is easy to realise that 
portions of the brachialis anticus may tear away 
fragments of periosteum when the forearm is 
violently dislocated backwards, and the lower end 
of the humerus is projected into the ante-cubital 
fossa. These detached fibres may carry with^them 
fragments of periosteum and start a “ bone-factory” 
in the substance of the muscle. Once this con¬ 
dition has started, active and passive movements 
tend to increase the formation of bone. If you 
cut down and remove the new bone, and in that 
way further irritate the tissues, recurrence is liable 
to take place, but if you are content to keep the 
part at rest there is a tendency for the new bone, 
which is little more than provisional callus, to 
disappear. I think it is a point for you to consider, 
whether early passive movements or vigorous 
massage are not responsible for the unusual and 
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abnormal production of new bone in these cases, j 
Bear in mind that these bone tumours in muscle | 
do not become noticeable until a fortnight or so 
after the injury. Unless you are familiar with the 
condition difficulties may arise with the patient, 
and both he and you may suspect that a fracture 
has been unrecognised. A very similar condition 
occurs sometimes in the substance of the quadriceps 
muscle as the result of kicks or sprains. In our [ 
museum there are three femora showing plates of j 
bone attached to the front of the shaft of the 
femur, plates which were undoubtedly formed in 
the substance of the quadriceps. The quadriceps, 
like the brachialis anticus, has a broad area of 
origin from the bone, and is very liable to sprains 
which may detach small fibres. Myositis ossificans 
is not a good name to apply to this condition 
because there is no inflammation of the muscle. 
The bone-spicules grow for the most part between 
the fibres in channels, which are opened up by 
effusion of blood. The pathology is different * 
from that of myositis ossificans progressiva. You 
may meet with a similar condition in the masseter 
after blows on the jaw, and also in the soleus ! 
muscle. Whitelocke, of Oxford, described to the 
Royal Society of Medicine the case of a man 
who was an ardent punter, who developed one of 
these myosteomata in the substance of his soleus. 
Apparently some of the fibres of the soleus had j 
been torn from their origin along the oblique line I 
of the tibia. The constant activity of the muscle 
during punting would keep up a state of irritation, 
which would favour the formation of bone. There 
is another group of cases in which bone forms in j 
muscle under conditions of excessive use. For j 
example, ossifications in the adductor magnus, 

“ rider’s bone,” in the soleus “ dancer’s bone,” and 
in the brachialis anticus “ fencer’s bone.” It 
seems probable that there is some individual 
idiosyncrasy towards bone-formation to explain 
these cases. Robert Jones, of Liverpool, who 
has had a large experience of these cases, is, I j 
believe, opposed to the early use of passive move- , 
ments in cases of traumatic myositis ossificans. 
In cases of injury at the elbow-joint, especially in 
children, I strongly advise you to fix the arm in 
the fully flexed position, especially if the lower 
epiphysis of the humerus is displaced backwards. 
If the arm is fixed at a right angle it is almost 
certain that the lower epiphysis will not be restored 


to its normal position. If the arm is kept fully 
flexed after the backward displacement has been 
reduced, the epiphysis will remain in a good 
position. Full flexion also prevents the formation 
of unnecessary callus in the ante-cubital fossa, 
which is so often the stumbling-block to free 
movement. A sling round the neck should fix 
the hand and wrist close up to the chin. When 
the time has come to lower the arm the sling 
should be lengthened a few inches at a time. If 
the arm is ready to be lowered it will remain in the 
new position; if it is not ready it will return to 
the former position owing to muscular spasm. If 
you find that the patient can voluntarily move the 
arm between these two positions, you may then 
proceed to lower it still further. If there is any 
tendency to muscular spasm it is advisable to wait. 
No splints are necessary, and the procedure is very 
simple. In children you can often correct a back¬ 
ward displacement under an anaesthetic even months 
after the injury by gradual forcible flexion. I 
propose to operate on this patient this afternoon, 
and remove the bone from the substance of the 
brachialis anticus. You will see from the skiagram 
that there is some new bone around the olecranon, 
but I do not propose to touch that. We shall see 
how much increased movement the removal of the 
new bone in front will produce before doing any¬ 
thing further. Never interfere with these cases too 
early, because they often improve without opera¬ 
tion. New bone in the substance of the quadriceps 
and in the brachialis anticus has often been 
observed to disappear entirely after prolonged rest. 
The new bone in this case is so well outlined that 
I think it is permanent. It is unlike provisional 
callus, which gives rather a faint shadow. If you 
see a shadowy, blurred and diffuse area of ossifica¬ 
tion in the muscle, you may be fairly sure that 
either active growth is proceeding or that active 
absorption is going on. In either case it is advis¬ 
able to wait. If, as in this case, you see a shadow 
which is clearly defined and resembles normal bone, 
you may assume that the bone will remain there 
unless removed by operation. I had a very similar 
case to this in the ward two or three months ago. 

Case 2. —Fractured Femur; Malunion ; 

Marked Deformity . 

This boy affords another example of bone injury. 
Two months ago he fell off a tree and fractured 
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his femur, and the upper end of the bone was just 
projecting through the skin. One is tempted to 
say because the result is not good that the treat¬ 
ment was at fault. But I know the history of 
this case. He comes up from the country, and the 
doctor, a Bartholomew’s man, told me the whole 
history of the case. The boy absolutely refused to 
lie still. A plaster was put on, but the boy 
wriggled himself out. Weight extension and sand¬ 
bags, etc., were applied as well as they could be in 
a cottage. Nothing would keep the boy in bed. 
One day when the doctor went round expecting to j 
find the boy in bed he was leaning out of the * 
window and waggling his leg about. The X-ray j 
photograph shows considerable overlapping of the ' 
fragments, with about one and a half inches of | 
shortening. He has, as you see, a marked curve 
with a convexity outwards in the middle of his 
femur which, I suppose, if left alone, would increase | 
with the weight of the body acting on it. With j 
regard to treatment, I shall give him an anaesthetic j 
in the first instance, and if I can break that bone j 
at the old line of fracture I will do so. Then I ! 
shall put him up with weight extension to see how 
much I can reduce the shortening. If I cannot 
get a fair amount of improvement I shall cut down 
on it. I am not keen upon cutting down on a 
fractured femur without considerable provocation. 
Functional results without operation are often 
much better than the radiographic appearances 
would lead you to suppose. Remember that there 
is a risk which is considerable attaching to big 
operations on bone, and plates which have been 
put in sometimes have to be removed. We had a 
case here last year. A patient had a fractured 
clavicle which would not unite, and somebody 
had screwed a plate on and secured union. The 
patient came here with a large bony swelling, a good 
deal of superficial inflammation, and with a sinus 
discharging pus. It was some time after the 
operation. We had it X-rayed, and eventually cut 
down upon it, There was a large plate of new 
bone in front of the clavicle, and through that 
there was a small hole leading down to the metal 
plate, which was acting as a sequestrum between 
the new bone and the clavicle. We chiselled away 
the new bone, took away the plate, which was 
loose, and the result was good. Even when the 
case has done perfectly well from the point of 
view of the bone, the extensive injury to the soft 


parts may cause serious disability. I know of a 
patient who had a femur plated, and the result as 
regards the femur was excellent, but as regards 
the soft tissues the result was not good. Although 
she had an excellent femur she still cannot walk 
well, because she has a scar which extends from near 
the great trochanter to the external condyle, and 
which involves a large area of muscle in fibrous 
tissue. The muscles are matted together and move¬ 
ments are impaired. You must remember that you 
are increasing the area of damaged tissue by cutting 
down. So if you can get a fairly good result 
without cutting down it is not very desirable to cut 
down. If I cut down in this case I shall cut 
through the vicious union and push the two ends 
out of the wound in such a way that the extremities 
impinge on one another to form an acute angle. 
Then using the apex of the angle as a fulcrum I 
shall gradually straighten out the limb until a good 
alignment is secured. 

Case 3.— Fracture Dislocation of the Shoulder. 

This patient, set. 64 years a was knocked down by 
a bicycle eight weeks ago, and falling on his right 
shoulder dislocated it. It was reduced under an 
| anaesthetic and the arm was kept in a sling for a 
j fortnight, while massage and electrical treatment 
were applied. The movements being still imperfect 
I at the end of eight weeks he sought advice here, 
j His condition is typical of an injury to the 
j shoulder, followed by adhesions outside the capsule, 
j You cannot abduct the arm without moving the 
scapula, and external rotation is only permitted to 
a very limited extent. In these cases the move¬ 
ments are always limited in the direction of 
abduction and external rotation. You can get 
a much bigger range of movement backwards and 
forwards. It is interesting to see his skiagram. 
It shows the advantage of taking an X ray in all 
cases of dislocation. The great tuberosity, as you 
can see, has been fractured. A medical man came 
to see me recently about two months after he had 
dislocated his shoulder. He had not been X-rayed 
when I first saw him. He could not get free 
movement, and suffered considerable pain« There 
was great limitation of abduction arid external 
rotation. In his case, as in this man’s, there was a 
fracture of the great tuberosity of the humerus, 
together with extensive adhesions round the joint. 
He had been under massage and passive movement, 



80 The Clinical Journal. ] 


MR. GORDON WATSON. 


[ Nov. 8, 1911. 


but required more active movement under an 
anaesthetic to break down the adhesions. Under 
an anaesthetic I moved his arm and the adhesions 
snapped loudly. He is getting on very well now, 
though he complains of pain over his great 
tuberosity where he had his fracture. I shall not 
cut down upon this case, but I shall give him an 
anaesthetic and then break down his adhesions. 

Case 4. — Impacted Fracture of the Head of the 
Humerus ; Paralysis of the Deltoid\ 

Here is another case of shoulder injury. He 
has had a fracture through the anatomical neck, 
with displacement of the head and impaction of 
the shaft. He has also had some injury to the 
circumflex nerve, as there is paralysis of the deltoid 
muscle. He cannot use that muscle at all. The 
electrical reactions of the deltoid show well-marked 
reaction of degeneration. He slipped on the 
pavement and fell on his hand. He attended a 
surgery and had his arm bandaged. The interest¬ 
ing point in the history is that he had so little 
disability from his injury that the day after the 
accident he could move his arm. He has not 
been treated as a case of fracture, although he 
has undoubtedly had a fracture through the 
anatomical neck. The result as regards the fracture 
is excellent because of the impaction, which was 
only recognised by means of the radiograph. 
Apparently the circumflex nerve is caught up in 
the fracture or in callus. We had him in the 
theatre at consultations to decide whether any 
operation should be done. The general conclusion 
was against operation. He is set. 65 years, and 
has not got to earn his living with his left arm. 
Consequently it is hardly worth while to cut down 
on the bone to try and free the circumflex nerve, 
which may possibly be damaged beyond recovery. 
He will attend in the Electrical Department to have 
electrical treatment to try and keep up the nutrition 
of the muscle, for some fibres of the circumflex 
may be intact. It is also possible that with the 
absorption of callus there may be some return of 
function, although there is little evidence of callus 
in the X ray. 

Case 5. —Charcofs Disease of the Tarsus . 

This patient is aet. 25 years. He came to the 
Out-patient Department giving a history of ulcera¬ 
tion of the tongue since childhood. He also 
stated that he had burnt his foot five years ago on 
the sole. When he came to out-patients we found he 
had in the middle of his tongue an ulcer with sharp- 
cut edges and a wash-leather base. On looking at 
his tongue now you can see that the tip is tied 
down by adhesions to the floor of the mouth. 
There has evidently been ulceration of the tip of 
his tongue in the past and it has caused him to be 
tongue-tied. The ulcer which existed in the middle 
of the tongue when he first came has now healed. 


There is much puckering of the skin at the corners 
of the mouth. Superficial examination of his eyes 
and of his discs shows nothing abnormal. I treated 
him for his tongue with mercury and iodide, and 
although the ulcer was at first very resistant, 
eventually it yielded to the treatment and healed 
up. I had him examined with the Wassermann 
test, which was negative. A piece of the ulcer was 
removed for microscopical section, but it only 
showed chronic inflammation. While he was 
under treatment he rather suddenly developed a 
perforating ulcer in the sole of his foot, which has 
now healed. The perforating ulcer appeared in 
the scar of the old burn, in tissues poorly supplied 
with blood. After the ulcer appeared we noticed 
a swelling on the dorsum of the foot, which, as you 
see, is still present. There is no pain attached 
to it. I had him X rayed and this is the result. 
You see that there is destruction of bone with 
formation of new bone at the astragalo-scaphoid 
joint. I think there is also some disorganisation 
between the cuboid and the os calcis. The ankle- 
joint is normal. He was examined twice with the 
Wassermann test with a negative result. I feel 
fairly sure that this disease of the tarsus is 
Charcot's disease, although his knee-jerks are 
present and he has no Argyll-Robertson pupil. 
We gave him a dose of “ 606.” While he was in 
the hospital for the perforating ulcer and to have 
an injection of “ 606,” we had him fitted with a 
peg leg to prevent him bearing weight on the tarsus. 
While he was waiting for the peg leg to be made 
we noticed some changes in both his knee-joints. 
In the left knee-joint, which he originally damaged 
at football, he has in the hollow of the popliteal 
space a lump of new bone. In the other knee, 
about which he made no complaint, we found a 
similar condition. You do not see much change 
in the condyles of the femur, although I think 
this femur (the left) is larger than it should be. I 
suspect that he is developing Charcot's disease of 
both knee-joints. But he preserves his knee-jerks 
and has no lightning pains, no changes in the 
discs, no Argyll-Robertson pupil. We cannot 
explain his joint condition except as a neuropathic 
disease. He had an ulcer of his tongue which 
looked liked specific disease and reacted to specific 
treatment. Such a condition of the joints is very 
unusual at the age of twenty-five. There is no 
doubt that he is the subject of congenital specific 
disease, and yet although he has a perforating 
ulcer and trophic joint changes he has no other 
signs of tabetic trouble. Possibly he may develop 
some more definite signs of tabes in the near 
future. Bowlby mentioned (at consultation) that 
he had seen more than one case where a Charcot's 
joint was the prelude to an outburst of locomotor 
ataxy. We are keeping him under observation, 
and we shall give him another dose of “606.” 

November 6 th, 1911. 
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A CLINICAL LECTURE 

ON 

A CASE OF ASPIRATION OF A 
FRAGMENT OF A TOOTH INTO 
THE LEFT BRONCHUS. 

Delivered at the Westminster Hospital. 

By WILLIAM MURRELL, M.D., F.R.C.P., 

Physician to the Hospital and Lecturer on Medicine 
and Clinical Medicine. 


Gentlemen, —I beg to call your attention to the 
case of a young woman who was for nearly a year 
in the hospital, and who has been intermittently 
under observation for over six years. She, then a 
girl of twenty-two, was admitted on November 
21st, 1905, complaining of cough, expectoration, 
and pain in the chest. The following history was 
elicited : She had never been strong, she was a 
poor eater, but had never suffered from any illness 
of importance. Her teeth were bad, and in 
September, 1903, under a general anaesthetic, she 
had twenty-three stumps extracted. After the 
operation she was in bed for a week with pains in 
the head and a swollen face. On getting up she 
had a hard, dry, painless cough, which gradually 
increased in severity, and was at times paroxysmal. 
In February, 1904, she experienced acute pain 
in the lower and posterior part of the left chest 
extending to the left shoulder. The pain became 
so severe that she was confined to bed, and the 
condition lasted over two months. During this 
period the temperature was elevated, and frequently 
reached 105° F at night. The cough gradually 
underwent a change in character, became loose 
and was accompanied by a frothy yellow offensive 
expectoration tinged with blood. A crop of herpes 
appeared on the left chest. The patient a few 
weeks later, after a violent paroxysm of coughing, 
expectorated a fragment of tooth, after which the 
cough temporarily subsided. The specimen was 
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kept, and proved to be the palatine root of the ! 
first upper molar. On admission the patient was 
febrile, and complained of pain in the left axillary 
region, sharp in character, and worse after coughing 
and on taking a deep breath. She had a paroxysmal 
coiigh accompanied by expectoration, which was 
muco-purulent, not nummulated, but distinctly 
offensive. The expectoration was examined on 
several occasions from November to March, and 
showed no indication of tubercle bacilli, elastic- 
fibres or crystals. There was persistent loss of 
flesh, there was no night-sweating, but clubbing of 
the fingers was marked. On physical examination 
by the Medical Registrar, Dr. F. T. Price, it was 
found that the heart was pulled to the left, the apex 
being in the fifth interspace a quarter of an inch 
external to the mid-clavicular plane. The right 
border of the heart was found on percussion to 
correspond with the right margin of the sternum 
and the upper border with the level of the third 
rib. There was distinct diminution of expansion 
on the left side of the chest viewed anteriorly, and 
the vocal fremitus in the left axilla was increased. 
The inspiratory murmur below the left clavicle was 
harsh, but the expiratory sounds were not altered. 
Just internal to the inferior angle of the left 
scapula there was hyper-resonance, and inspira¬ 
tion was rough. Below this the note became 
impaired, until over the extreme left base 
dulness was marked. Several exploratory incisions 
were made without result, and radiography showed 
nothing abnormal. 

The diagnosis was obviously bronchiectasis 
secondary to obstruction of a bronchus following 
the impaction of the tooth. 

It would serve no useful purpose to trace the pro¬ 
gress of the case daybydaydutingalongand tedious 
illness. The temperature remained elevated, the 
cough was paroxysmal, the expectoration was foetid, 
and the patient gradually lost weight. The treat¬ 
ment consisted mainly of inhalations of antiseptics, 
of which carbolic acid, creosote, izal, pure terebrae 
and formic aldehyde seemed to do most good. 
The following prescription was found useful : 
Guaiacol n\xxiv, menthol Jij, ol. olivae ad Jij; a 
drachm injected into the trachea daily. Of internal 
remedies pix liquida in two-grain doses in pill 
every four hours with hypodermic injections of 
«*o 8 r - °f Mi’phate of atropine did much good in 
lessening the expectoration. Her general health 


improved, and in August, 1906, she was sent 
home after a residence in hospital of 259 days. 

In September, 1907, she returned not much 
improved, and it was decided to give her a course 
of serum treatment. There were no tubercle 
bacilli in the sputum, but on October 3rd there 
were streptococci, pneumococci, and a large bacillus. 
On October 5th she was given injections of 10 c.c 
of the Pasteur anti-streptococcic serum, at 7 a.m., 

5 p.m. and 10.30 the next morning. This was 
repeated on the 8th and at intervals of four or 
five days for a month. 1 There was no reaction, no 
benefit accrued, and no influence on the organisms 
was observed. On October nth streptococci were 
very numerous and there were a few specimens of 
the Micrococcus teiragenus. On November 6th 
streptococci were noted in swarms and there were 
bacilli of various kinds. The serum having proved 
a failure the original treatment was reverted 10 with 
benefit, and the patient was again discharged on 
November 22nd, 1907. 

Now, nearly four years later, she returns and 
reports that although she has not been laid up and 
has been able to do a certain amount of house¬ 
work, the cough is troublesome and is still accom¬ 
panied with much expectoration. 

The question we have to decide is what should 
be done for her and what mode of treatment should 
be adopted, and to that I think there can but be one 
answer—she must have a course of vaccine treat¬ 
ment. It will be remembered that in the previous 
examinations of the expectoration Micrococcus 
tetragenus was found, an organism so named from 
the fact that it is usually met with in groups of fours. 
It is of common occurrence in the sputum and in 
discharges from the nose, and but little importance 
can be attached to it. It was discovered in 1881 by 
Gaffky, w’ho first isolated it from the purulent expec¬ 
toration of tuberculous patients. Of considerable 
more importance are the streptococci which are now 
present in the patients bronchi, and from these 
vaccines can be produced.. In several of our cases 
of bronchiectasis, and especially of chronic bron¬ 
chitis with emphysema, the Diplococcus pneumonia 
has proved to be the offending organism, and the 
results have been especially good. In other cases 
there has been a mixed culture, and we have found 
short Gram-positive streptococci, short Gram- 
negative bacilli, and the pseudo-catarrhal is. The 
vaccine treatment will be spread over a period of 
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three months, and it may reasonably be anticipated 
that a cure will be effected. 

With reference to the origin of the illness many 
cases have been recorded in which distressing 
symptoms have resulted from a fragment of a tooth 
slipping into the bronchial tubes in the process of 
extraction. Claremont (1) mentions an instance in 
which thirty-four days after the dental operation 
the patient, during an attack of coughing, ejected 
from the lung an irregular, rough, four-sided portion 
of the crown of a molar with projecting sharp 
corners and weighing 7 gr. In another case the 
patient had taken into the air-passages a second 
left lower molar. Strange (2) reports a case of 
abscess of the lung caused by the stump of a tooth 
passing into the right bronchus successfully treated 
by puncture and drainage. In Godlee’s case (3) 
the third left molar was the tooth involved. Ex¬ 
ploration failed to disclose the situation of the 
foreign body even after excision of the ninth rib. 
The patient died five months after the accident 
and at the autopsy advanced tuberculous changes 
were found in both lungs. Sir William Mac- 
Cormac (4) records the case during the extraction 
of the right upper second bicuspid of the aspiration 
into the right bronchus of the broken blade of a 
tooth forceps about an inch long, witji sharp margins 
of irregular form and weighing 63 gr. It was 
removed on the forty-fourth day with a pair of 
polypus forceps after tracheotomy and the patient 
made a good recovery. This case illustrates the 
frequency with which foreign bodies in the air- 
passages find their way into the right bronchus. 
In the case of a patient who had a tooth extracted 
under an anaesthetic, paroxysmal cough and dyspnoea 
ensued. A physician who was called in to con- 
sultation, after a careful examination of the chest 
gave it as his opinion that the symptoms were due 
to the impaction of the fragment of the tooth into a 
bronchus. This view was received with opposition 
by his colleagues. To clear up the matter a hypo¬ 
dermic injection of apomorphine was given and 
during the vomiting which ensued something rolled 
out into the basin. On examination it was found 
to be a portion of the blade of a dental forceps, and 
the physician was blamed for making an incomplete 
diagnosis. In another case fragments of teeth were 
simultaneously aspirated into both lungs. 

In an operation for sarcoma of the ethmoid at 
which recently I was present, the lip of the forceps 


in the removal of*the growth broke off in the nasal 
passages. The operator, noticing what had hap¬ 
pened, promptly occluded the posterior nares with 
a finger in the mouth and with another pair of forceps 
fished out through the nose the offending fragment. 

A word may be said respecting the responsibility 
of the dentist who meets with an accident of this 
description. There is not much material .on which 
to base an opinion, but some years ago in New 
York (5) a suit was instituted against a dentist for 
negligence in allowing a piece of tooth to drop into 
the patient’s throat. After causing paroxysmal 
cough it was expectorated at the end of a month. 
The verdict resulted in 500 dollars damages, which 
was sustained on appeal. Dentists who are in 
the habit of [meeting with misadventures of this 
description should join a medical protection society. 
In addition to portions of teeth and of surgical 
instruments a number of cases have been recorded 
in which foreign bodies have found lodgment in 
the bronchial tubes, the list including grains of corn, 
straws, beans, plum-stones, orange-pips, pieces of 
walnut-shell,[coffee beans, coins, buttons, studs, and 
ear-rings. In America water-melon seedsand cockle- 
burs are often mentioned, the latter being the tares 
or husks of the cockle herb, a term applied to any 
weed which grows amongst corn. Nails are met 
with from time to time, and in one case the intruder 
was a sponge. A boy who aspirated a toy whistle 
emitted sibilant sounds with each expiration. 

In cases of bulbar paralysis particles of food 
often find their way into the lungs, and this also 
occurs in coma from apoplexy or uraemia. It is 
not uncommon after operations on the nose and 
mouth, and in cancer of the larynx and oesophagus. 
It may give rise to the condition known as 
“aspiration” or “deglutition” pneumonia, and may 
be followed by suppuration or gangrene of the 
lung. In cases of sudden death it is often found 
at the autopsy that liquid, solid or pultaceous 
substances are present in the air-passages, which 
have probably regurgitated into these channels as 
a result of alcoholic intoxication. Allied to these 
cases is the condition known as “anaesthetic 
pneumonia.” It is met with most frequently 
after the administration of ether, but is occasionally 
seen after chloroform. I know of no case after 
nitrous oxide or ethylic chloride. It is more 
common after the administration of anaesthetic 
ether sp. gr. 0717 then after “ether purus” sp. 
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gr. 0720. It is not a true pneumonia, but a 
catarrhal bronchorrhcea followed by oedema of the 
lungs. Ether excites a hypersecretion of saliva, 
and as the mouth contains rpany pathogenic organ¬ 
isms it is conceivable that in deep respiration | 
pneumococci may be drawn into the lungs and 
excite this condition. It may be immediately 1 
arrested, even in the worst cases, by the administra¬ 
tion of a hypodermic injection of gr. of sulphate i 
of atropine. It has been suggested that prior 
to the administration of an anaesthetic the mouth 
and nasal passages should be rendered aseptic 
by the use of a mouthwash and gargle, but 
what is of equal importance is the sterilisation 
of the gag and mouth-piece. Many of the 
cases of so-called anaesthetic pneumonia are 
due, not to the anaesthetic, but to the undue 
exposure of the patient to cold by opening the 
windows to let out the smell of the ether. It is 
more common in hospitals than in private practice, 
possibly because in most hospitals the patient is 
taken out of the hot operating theatre through 
draughty passages into a cold ward. 

In cases in which a foreign body in the bronchi 
has been diagnosed, tracheotomy, with a free 
incision of the trachea, is indicated. An effort may | 
then be made to remove the intruder with various | 
shaped forceps, snares, and bent wires. It is said 
that emetics, especially the hypodermic injection 
of apomorphine, are attended with the happiest 
results, but they are safe only after a preliminary ! 
tracheotomy, and the same applies to inversion of 
the patient and shaking or percussion. Failing 
other measures bronchotomy may be resorted to, 
and in skilled hands is not attended with any 
particular danger. 
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ON SLIGHT JSTROKES.* 

By S. T. PRUEN, M.D.Durh., M.R.C.S.Eng., 
Consulting Surgeon, Hospital for Sick Children, 
Cheltenham. 


Some years ago I was called to see an old lady, aet. 
80 years, who mentioned, amongst other matters, 
that she had that morning been worried with a slight 
feeling of pins and needles, which had occurred 
simultaneously in the right arm and leg. The 
feeling had come on quite suddenly, without 
apparent cause, and had passed off, though not 
completely, in the course of a few hours. 

Thinking over this trivial but unusual occurrence, 
I felt driven to the conclusion that the cause must 
be cerebral in origin, and might be a stroke, 
though a ridiculously small’and unimportant one. 
I ventured to express this opinion to the relatives, 
and suggested that there would probably be 
another stroke in the near future. Within three 
months this patient had a stroke affecting the 
right leg; and within a year an attack of right 
hemiplegia, which caused her death a few days 
later. 

This case set me watching all my elderly 

patients, of whom I had a good many, chiefly 

ladies, and inquiring into the antecedents of all 

those who had obvious strokes, with the result 
* 

that I found many of them could give histories of 
previous slight attacks of most varied kinds. In 
this way I gradually collected eighteen or twenty 
symptoms, or groups of symptoms. 

These symptoms I have Set down under sixteen 
heads, including only those which I recognised 
before the serious attacks occurred, and which were 
sufficiently marked to enable me at the time to 
predict a later and usually a more obvious stroke. 

I am inclined to believe that more than three 
quarters of the classical strokes have these early 
symptoms as a prelude, once or twice repeated. 

To make my position clear, I cannot do better 
than quote the description of a “ first stroke ” from 
so careful a clinical authority as Dr. Samuel Gee. 
On page 17 of his * Clinical Aphorisms,’ he says: 
“ The first thing you observe is that his speech is 
indistinct in consequence of defective articulation. 
He complains of a feeling of numbness in the right 
arm and leg, * especially in the hand ; and, on 

# Delivered before The Royal Society of Medicine. 
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further examination, you discover that he is 
suffering from a slight hemiplegia on the right 
side, affecting arm, leg and face.” This, then, 
according to Dr. Gee, is the description of a first 
stroke. 

It is with some diffidence that I venture to dis¬ 
agree with my old teacher, at whose feet I sat many 
years ago, with great advantage to myself ; but my 
own observations would lead me to say that this 
stroke was probably not the first one from which 
this particular patient suffered, that it was much 
more likely to have been the second, and might 
have been the third. 

In dealing with the slight strokes I propose first 
to name the symptoms, and then to discuss them 
in detail. 

In describing them I premise that: 

(a) The patient is over fifty years old. 

(h) The attack is a unique experience, so far as 
he knows. 

(<*) It comes on with absolute suddenness, like 
44 a bolt from the blue.” 

(*/) The symptoms disappear very slowly, but 
with a steady progress. 

To put the matter briefly An elderly patient 
has a unique experience, with instantaneous onset 
and slow recovery. 

The symptoms : (1) Pins and needles in arm and 
leg simultaneously, (2) stumbling with obviously 
no cause, (3) giddiness, (4) nausea, (5) palpitation, 
(6) faintness, (7) sudden weakness, (8) confusion 
of ideas, (9) change of character, (10) headache, 
(n) sleepiness, (12) feeling of deadness in the 
abdomen, (13) paresis of one vocal cord, (14) 
wasting, (15) dysphagia, (16) odd feeling. 

Frequently there is a combination of one or 
more symptoms, but in almost every case one 
symptom will obviously predominate. 

In addition to the symptoms which I have 
enumerated, there are some which I have observed 
to occur in conjunction with others, but not as the 
solitary or predominant symptom of a first stroke. 

They are : Asthmatic attacks; loss of motion in 
stomach and bowel, presumably from impaired 
sensation; and loss of sensation in lung and in 
bladder. 

I do not think this is by any means an exhaustive 
list, but it includes all those of which I am 
reasonably sure. Some of the symptoms, it may 
be objected, are common to a variety of complaints. 


That is so; but on the other hand in each case, 
however familiar the symptoms seem to us, and 
however familiar we may think they ought to be 
to the patient, they will be explained by that 
patient as a different experience to what he 
has ever had before. Add to this the instan¬ 
taneousness of the onset and the slowness of 
departure, and we have all the factors necessary 
for recognising a first stroke. 

It will not have escaped-your notice that in 
setting out these symptoms I tyive referred to at 
least six, the existence of which pointed to some 
interference with the functions of the vagus nerve. 
During the last two years I have been greatly 
struck with the very large part that the vagus (and 
presumably the sympathetic) plays in the condition 
of a patient who has had a stroke. 

In the cases which I now propose to bring 
before you I examined the urine at regular 
intervals, and except where otherwise stated it was 
normal. The same remark applies, though with 
less certainty, to the condition of the heart and 
blood-vessels, except that in nearly all cases it was 
possible to feel the radial artery when empty, 
though the change was usually no more than I 
thought might have been accounted for by the age 
of the patient. With regard to the tension, I 
speak without any strong feeling of certainty. I 
have only lately begun to use the sphygmometer, 
which does not always corroborate my previous 
diagnosis on this point. On the whole, my 
patients who did not have strokes had quite as 
hard arteries as those who did. And generally the 
vascular lesions, when present, were less severe 
and of a different type from what I had expected 
to find. That degeneration of the vascular system 
and some local increase of tension are the probable 
accompaniments, if not the determining causes, of 
even slight strokes seems a reasonable inference; 
but that the gross lesions, which we recognise by 
hard arteries and obviously high pressure, are the 
necessary antecedents, does not seem to me borne 
out by the facts. The vascular changes I suspect 
are of a more insidious nature than those we are 
accustomed to associate with strokes. Again, if 
obviously high pressure had much to do with 
strokes one would expect them to occur during 
violent exertion, and especially during the violent 
straining at stool from the constipation so common 
amongst these patients. I have only once seen a 
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stroke, and that a very slight one, occur at such a 
time. So completely does the brain seem pro¬ 
tected from such pressure that one cannot help 
suspecting the presence of some undiscovered 
nervous mechanism controlling and guarding its 
blood-vessels. And yet mechanical change has 
something to do with the onset of strokes, for I 
have known the vibration of railway travelling to 
be the apparent cause of several. But the causes 
which above all others seem to produce them are 
mental ones, either sudden shock or prolonged 
anxiety, and I think the latter far more dangerous 
than the former. 

In other words, whilst certain mechanical move¬ 
ments tend to strokes, it is molecular rather than 
molar motion which is the dangerous factor. Again, 
after even a slight stroke, vibration applied to the 
head often causes great discomfort, w r hilst violent 
straining causes none. It seems, then, that vibratile 
or molecular movement can easily pass the barrier 
of the protecting nervous mechanism. As a prac¬ 
tical application of this, I always advise my patients 
who have suffered from strokes, or concussion, or 
fractured skulls, to wear rubber heels ; and they 
nearly always find great comfort from their use. 

At this point I might briefly refer to the connec¬ 
tion between strokes and bleeding from the nose. 
Mr. G—, set. 90 years, has had two slight strokes in 
two years ; between the two he had violent nose¬ 
bleeding. Since the last he has had another violent 
nose bleeding. Mrs. H—, aet. 82 years, whom I 
describe later, had two strokes in two years, one with 
severe hemiplegia. A few months ago she had slight 
aphasia with tingling in the right arm, and simul¬ 
taneously with the onset she had bleeding from the 
nose. 

Taking the symptoms in detail we now get : 


(1) Pins and Needles or Numbness , occurring Simul¬ 
taneously in one Arm and one Leg . 

The first case was Mrs. N—, the lady of eighty to 
whom I have referred—a very stout woman with a 
large, flabby heart. Three months after this slight 
stroke she had a very slight hemiplegia, and twelve 
months later a severe hemiplegia from which death 
ensued in a few days. I have come across three 
or four such cases since, but the symptoms were 
related to me only after the onset of a more severe 
stroke set me inquiring as to earlier events. 


(2) Stumbling. 

When an old person, generally a woman, trips 
and falls, or even stumbles only, and says she felt 
exactly as if she had caught her foot in something, 
but that on examination of the spot it was evident 
to her that there was nothing in which her foot 
could have caught, such person has had a stroke. 

Mrs. N—, aet. 81 years, fell in this way. Nine 
: months later she had a severe stroke and died. 

Mrs. I—, aet. 93 years, was a tall, thin woman, 
with mitral incompetence, enlarged left heart, 
moderately hard arteries, and not very high tension ; 
she stumbled, and, but for assistance, would have 
| fallen, just as described above. Ten days later she 
had a severe stroke, and died in eight hours. 

I Mrs. V—, aet. 70 years, an asthmatic with a 
i slightly enlarged heart, feeble beat, and occasional 
slight and transient glycosuria, had a similar fall. 
She had two strokes during the following two 
years, and died in twenty-four hours from the last 
one. 

Mrs. C—, let. 92 years, a contemporary and 
friend of Gladstone in his youthful days, a very 
strong-minded and vigorous w’oman, and up to the 
last two years of her life a great w'alker, with rather 
hard arteries but moderate tension, had a similar 
fall, which, while apparently doing no injury to 
1 back or limb, left her a decidedly changed woman. 

| Two years later she had a fatal stroke. 

(3) Giddiness , without any Ascertainable Cause. 

I have had several cases of severe giddiness, 
coming on instantaneously, and going off very 
gradually, occurring in patients during the intervals 
between more obvious strokes ; but only two where 
the giddiness was the first symptom to point to a 
series of strokes. 

I The first case was Mr. G—, aet. 49 years, who 
was thrown from his bicycle and fell on his 
forehead. A week later he quite suddenly developed 
sudden excessive giddiness, accompanied by pain, 
and a tender spot over the back of the left occipital 
region below the superior curved line. This 
giddiness obliged him to lie on his back, and 
prevented his moving his head even ten degrees 
laterally. The symptoms were several weeks in 
passing off, and were followed by great debility and 
wasting. These attacks recurred three times 
during the succeeding year, but with diminishing 




The Clinical Journal. J 


DR. PRUEN 


[Nov. 15,1911. 87 


severity. For the last year there has been no 
attack, and the debility has nearly passed off. j 

Mrs. V—, set. 70 years. Last January she 1 
received a letter with bad news. She said she felt . 
as if she had had a violent blow on the head, j 
and has never felt the same woman since. 

At the end of April, one morning, she got out of 
bed to shut the window, turned giddy at once, and 
fell on a chair. The giddiness, with headache and 1 
weakness, continued without intermission for some 
days, and then for some hours daily during the 
next two or three months. 

She seemed almost quite well in August when 
she had another, slighter, but otherwise- quite 
similar attack. Her heart is somewhat enlarged, 
and her arteries decidedly hard. Her urine is 
quite normal. 

(4) jYimsea, usually without Vomiting, 

Miss T , aer. 71 years, who had been a haemo¬ 
philiac all her life, and had shown slight symptoms 
of Graves’s disease for quite twenty years, had 
sudden violent nausea without apparent cause 
continuing for some weeks, but gradually improving. 
Two months later she had right hemiplegia, 
followed in a few days by death. 

( 5 ) Palpitation. 

Mrs. I.)—, ret. 75 years, who had a flabby, 
slightly dilated heart, with moderate beat, developed 
urticaria gigans, and shortly after had violent 
unexpected palpitation without obvious cause, 
followed by great debility, which only gradually 
improved. This was repeated on three occasions 
during the next three years. In the two succeeding 
years she had two trivial attacks of right face and 
arm paralysis, followed a few months later by 
almost complete aphasia and right hemiplegia, j 
This patient is still living eighteen months since 
this last attack, the symptoms of which have j 
almost completely passed away. She still suffers I 
almost continuously from urticaria, usually slight | 
in form, with severer bouts every two or three 
months. 

(6) Faintness. j 

Mrs. P—, aet. 85 years, has an occasional haze j 
of albumen in the urine which is otherwise normal, j 
except that she passes only twenty ounces in 
twenty-four hours, but then she eats and drinks ; 


very sparingly. She had three successive attacks 
of faintness at intervals of several months. These 
were followed a few months later by a slight 
attack of aphasia. She is still living. She had 
had one or two attacks of faintness many years 
before; but these three attacks she described as of 
quite a different character from those she had 
previously had. They looked more like painless 
attacks of angina; and their effects last d for 
many days. 

(7) Sudden Weakness. 

This is a general weakness, and is likened by 
patients to that coming on after influenza. If 
patients have not had influenza, they find a diffi¬ 
culty in explaining the kind of weakness. The 
point that most appeals to them is the unexpected 
suddenness of the onset, coupled with the many 
weeks that elapse before the strength is recovered. 

Mrs. H—, ret. 82 years, had such an attack two 
years ago. Three months later she had a severe 
right hemiplegia from which she has not yet quite 
recovered. 

(8) Confusion 0/ Ideas. 

Miss B—, ;et. 82 years, who had a dilated heart 
with leeble beat, and occasional slight and quite 
transient glycosuria, also occasional oedema of legs 
of short duration, had such an attack. Two years 
later she had a severe hemiplegia and died within 
a week. 

(9) Change of Character. 

Miss B —, mentioned above, had a change of 
character following the confusion of ideas. From 
being a strong-minded woman, she became one of 
weak character, and her cheerfulness gave way to 
depression. 

Mrs K—. a?t. 73 years, had hard arteries, rather 
high tension, a small amount of albumen, and 
some oedema of legs. She had a slight loss of 
memory followed by indifference towards her 
children, to whom she had been devotedly attached. 
In a few months she had a slight stroke followed 
by death. 

An instantaneous change is not uncommon in 
what we call a mood. This comes on very suddenly 
in some people, but, of course, is only of transient 
duration. In the cases I am describing, what 
should have been a mood becomes a character. 
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This change of character is less often completely 
recovered from than any of the other symptoms 
described in my list. 

(i o) Headache . 

Mrs. P—, mentioned under No. 6, had violent 
headache of sudden origin (taking days to clear 
up) between two of the attacks of faintness ; and 
separated by some weeks from either. She had 
never been subject to headaches. 

Mrs. X—, aet. 84 y?ars, a short, fat woman with a 
flabby heart, and, towards the end, with very 
slight glycosuria, had violent headache. It came 
on quite suddenly whilst she was crossing a road, 
and it took some days to clear up. She had never 
been subject to headaches. A few months later 
she had hemiplegia, and died within a week. 

(11) Sleepiness. 

Miss V—, aet. 67 years, suddenly took to sleeping 
for twenty hours a day. This diminished about one 
hour daily ; so that at the end of a week she was 
only sleeping thirteen hours daily, and at the end 
of a fortnight her hours of sleep were almost normal. 

Six months later she had slight left hemiplegia 
and started sleeping twelve hours daily. This came 
right in about a week and the hemiplegia passed 
off in a few months Three years later she had a 
more severe attack of left hemiplegia, from which 
she has never fully recovered. Her urine is normal, 
except that she only passes twenty to thirty ounces 
in each twenty-four hours. 

(12) Feeling of Deadness in Abdomen. 

Mrs. I. D—, set. 78 years, had this feeling simul¬ 
taneously with a slight attack of aphasia. I have 
frequently noticed this symptom as occurring with 
ordinary strokes. The patient describes herself 
as feeling dead inside below the waist. I have 
known a somewhat similar description given by a 
woman who had a six months’ child with very 
lively movements, after the child suddenly died. 
The opposite feeling was described by the shepherd 
in the Gloucestershire Pageant, who, when he was 
nervously waiting to be received by Queen Eliza* 
beth, said in the dialect of the time, “ I do feel 
so grigly in my innards.” If that man had had 
such a stroke as I am describing, he would have 
said, “ I do’ant feel grigly enough in my innards.” 


(13) Paresis of one Vocal Cord. 

Mrs. d— } ^t. 61 years, had sudden paresis.of 
the left vocal cord with no ascertainable cause. 
Two years later she had a slight right hemiplegia, 
and a year after that a more severe one. The cord 
slowly righted in about ten months. 

(14) Wasting. 

Miss W—, set. 73 years, a very stout woman with 
slight mitral incompetence. Wasting came on 
quite suddenly in' this, an otherwise healthy 
woman. After a few weeks the condition came to 
a standstill, and presently she begstn to put on 
weight again. Six months later she had aphasia, 
some hemiplegia and incontinence of urine, and 
died in two days. 

(15) Dysphagia. 

Mrs. P—, set. 83 years, had had diphtheria in 
adult life followed by some amount of dysphagia ; 
but one day the dysphagia greatly increased, and 
remained in that condition. It has increased again 
once since ; until now she eats so slowly that when 
she has finished one meal it is often time to begin 
another. Between the two attacks of dysphagia 
she had a slight attack of aphasia. 

Colonel N—, aet. 80 years, had very severe mitral 
and aortic incompetence. He had a sudden attack 
of dysphagia, which never quite passed away. Two 
years later he had a slight hemiplegia. Three years 
after that another slight attack, and five years later 
he died. 

(16) Odd Feeling. 

Miss I—, aet. 80 years, a lady with rather hard 
arteries, suddenly stopped at the beginning of a 
meal and said: “ I don’t know what is the matter 
with me, I do feel so odd. I have never felt 
anything like it before. What shall I do?” After 
half an hour she quieted down ; but was some days 
before she was quite herself again. 'Pen months 
later she had an attack of aphasia; and two months 
after that right hemiplegia, from which she died 
three days afterwards. 

During the last two or three years of her life she 
suffered from vertigo ; but the attacks did not come 
on with the suddenness, nor did they pass off with 
the extreme slowness, characteristic of the attacks 
of giddiness which I have described under heading 
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A colleague of mine, Dr. Arthur Cardew, told 
me of a similar attack which had occurred to a 
friend of his. This gentleman, aet. 70 years, 
suddenly stopped in the middle of family prayers 
and said : “ I do not know what is the matter with 
me, I cannot go on.” He recovered from this 
condition during the day ; but a fortnight later he 
suddenly said : “A canary is singing in the room.” 
He first hunted for it, and then became convinced 
that the noise was in his own head. In the course 
of a few days this condition passed away. About 
two weeks after this the maid called him as usual 
in the early morning, and pulled up his blind. 
He said “ Good morning ” in his ordinary voice. 
Half an hour later she came back to get the silver- 
basket from his room, and found the door 
barricaded from the inside, but unfastened. An 
entrance was effected at last by the family, when 
the furniture was found piled up against the un¬ 
fastened door, with the silver-basket on top. The 
patient was lying on the bed comatose and hemi¬ 
plegic. Ten days later he began to get very thin. 
He never recovered his usual weight again, he 
never was able to walk again, and five years later 
he had another stroke from which he died in a few 
days. 

This case completes my list; but I think I have 
seen paralysis, or rather paresis, of some of the 
ocular muscles, if not in a first slight stroke, at 
least in a very early one. I think also that I have 
seen paresis of the smaller muscles attached to the 
occipital bone and first two vertebrae, the obliqui 
and the recti capiti. I have always myself named 
these the accessory ocular muscles, and used to call 
them so when teaching anatomy. We use them all 
day long when using our eyes. Even when 
reading a page of this size my eyes have been 
unable to travel from left to right and up and down 
without the assistance of these small upper neck 
muscles. 

I think you will have noticed that they also 
appear to get paralysed in the early stages of 
alcoholism. In this state a man begins to see 
double, and also finds some difficulty with the finer 
movements of his head. He cannot move it 
accurately, or keep it quite steady. To obviate 
this difficulty, and perhaps to conceal this increasing 
inco-ordination from his friends, he braces up his 
head by means of the larger neck muscles, which 
rather overdo their part in these delicate move¬ 
ments, and so he keeps his head very noticeably 
rigid. 


I have never recognised asthma with certainty 
as the precursor of a stroke; but an asthmatic 
attack is no uncommon result of a stroke in 
patients who have never suffered from asthma 
before. The worst cases of asthma I have ever 
seen were those occurring after strokes. I think 
nearly 10 per cent, of cases of stroke get as a 
result asthmatic attacks of greater or less severity. 

In most cases these asthmatic attacks lasted an 
hour, they were followed by very little cough or 
expectoration, and there was no bronchial trouble 
afterwards. 

Mrs. M—, aet. 70 years, who had never had 
asthma before, had a severe attack about every two 
months (the intervals were somewhat irregular) 
during the year which elapsed between her first and 
her last stroke. 

Miss I—, aet. 63 years, had three attacks during 
the eight months which elapsed between her first 
and her last stroke. She also had never so 
suffered before. 

Miss V—, aet. 67 years, did not have asthma; 
but ever since her last hemiplegic attack eight 
months ago she has had an uncomfortable feeling 
in the region of the bifurcation of the trachea, 
a feeling which impels her to cough. She resists 
the desire, as she finds the cough does not relieve 
the feeling. Also, ever since the stroke, she has 
been unable to give a deep satisfying yawn. 

I have spoken of the feeling of deadness in the 
abdomen. This appears to be due to loss of 
movements of stomach and intestine; and these 
are followed by the indigestion, flatulence, con¬ 
stipation and foul mouth so common after stroke. 
There is not only loss of tone, but I think, not 
infrequently, a certain amount of dilatation of 
stomach and bowel. 

This frequent sequence of stroke and visceral 
trouble makes me wonder whether other cases of 
dilatation may not sometimes be due to central 
nervous disorder, rather than to mechanical or 
chemical causes. 

Judging from analogy, in all these cases, I 
should guess that the loss of motion is not from 
actual loss of muscular power, but from the loss 
of sensation in these parts interfering with reflex 
movement. The same condition is apt to occur 
in the lung. Last year I had under my care a 
gentleman with extensive cancer of the neck. A 
large cavity extending backwards to the cervical 
vertebrae replaced the front of the neck. The 
floor of the cavity was occupied by a tracheotomy 
tube inserted into the remains of the trachea, and 
an oesophageal tube inserted into the remains of 
the oesophagus. The discharges trickled down 
between the tracheotomy tube and the trachea, 
but were quickly and easily coughed up. This 
condition of affairs continued some two months, 
when the patient suddenly developed agraphia and 
right hemiplegia; also he ceased to cough. For 
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two days the discharges trickled down unheeded 
into the lungs. Yet there was no loss of respira¬ 
tory muscular power; for when some unusual 
stimulus suggested a cough, as when something 
touched the remains of the epiglottis in the fl oor 
of the mouth, he coughed with such vigour that 
he shot a mixture of blood and mucus on to the 
curtain eight feet from him and seven feet from 
the ground. The loss was evidently a sensory, 
not a muscular one, and the patient was practically 
drowned in his own secretions, as the lung quietly, 
painlessly, and steadily filled up within two days. 

The same condition of affairs holds good with 
the bladder. I have now a patient suffering from 
stroke who habitually retains in his bladder the last 
three ounces of urine, and who often dribbles when 
the bladder is full. I daily wash out his bladder, 
using a funnel and six feet of tubing. If the 
boracic lotion I use happens to he rather too hot, 
he will, though feeling no pain, involuniarily 
contract his bladder, and not only drive out the 
last three ounces, but drive them out against the 
pressure of the fluid in the funnel held five feet 
above him. Here, again, it seems to be sensory 
and not motor nerves which have been interfered 
with. 

I feel sure that this anaesthesia of mucous 
membrane is often the cause of the hypostatic 
pneumonia which is said to come on in old 
people who have to lie on their backs for long, 
especially after a fractured thigh. When I find 
such patients getting hypostatic pneumonia, I feel 
suspicious that possibly the pneumonia was not 
the after-effect of the fracture, but that both the 
fracture and the pneumonia were the after-effects 
of a slight stroke. The innervation, and therefore 
the nutrition, of the lung is interfered with, whilst 
the bronchial secretion is inefficiently coughed up, 
not so much on account of the position of the 
patient, though that is a factor, as on account of 
the anaesthetic condition of the mucous membrane. 
I should like to emphasise again the sensory origin 
of much of the disturbance due to strokes, and the 
widespread visceral lesions that result. And if I 
were in the habit of using unauthorised language, 
I should say that strokes were frequently followed 
by bradygasteer, bradyenteron, bradycolia and 
bradypneuma. 

May I sum up in five sentences : 

(1) blight strokes almost always precede ordinary 
ones. 

(2) Slight strokes are always followed by 
ordinary ones. 

(3) The nervous implication in strokes is much 
more widespread than is generally recognised. 

(4) The predisposing causes of strokes are not 
the gross lesions we generally associate with them. 

(5) Molecular rather than molar movement is 
the determining factor. 

November 13M, 1911. 


CLINICAL CASES AT THE 
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Sir Frederic Evk, F.R.C.S., showed a case 
of:— 

Myeloid Sarcoma of the Tibia. Resection of Upper 
Third of Tibia, followed by Bolting of the Bones 
together with Living Fibula. 

The patient, aet. 18 years, was admitted to 
j hospital on March 27th, 1911. 

In October, 1910. she had slipped on a polished 
! floor and the left leg had bent outwards. After 
I resting for six days she was able to walk with great 
difficulty. She has been in bed for the last seven 
w T eeks. 

On admission there was a rounded swelling of 
the head of the left tibia ; on its outer side it was 
soft and fluctuating. The knee was fixed at an 
angle of 90°, and there was very slight movement 
in it. Distinct lateral movement existed just below’ 

, the level of the swelling. It seemed probable that 
a spontaneous fracture took place when she fell in 
October. A radiograph showed an endosteal sar¬ 
coma at the head of the tibia which had completely 
destroyed the end of the bone w’ith the exception 
of the articular cartilage. 

On April 8th, 1911, after confirmirtg the dia¬ 
gnosis of myeloid sarcoma by an exploratory 
incision and immediate microscopic examination, 

* the tumour was exposed by an incision on each 
side of the knee connected by a transverse incision 
1 below the patella. The knee-joint was freely 
1 opened, the tumour separated from the popliteal 
artery and vein and from the surrounding structures. 
The tibia was then sawn through well below the 
j growth. The articular surface of the femur was 
; sawn off. The growth had spread widely among 
the surrounding structure and was not enclosed in 
I a capsule of bone. In the course of dissection the 
external popliteal nerve, which w^as embedded in 
the tumour, was divided, but its ends were sub- 
' sequently sutured. The fibula was exposed by a 
, longitudinal incision and the muscles separated 
from it, care being taken to preserve the peri¬ 
osteum. A portion of its upper end, 6 in. in length, 
was removed. A hole was then bored in a vertical 
direction in the extremities of the femur and tibia 
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respectively, and into these holes the portion of 
the fibula was bolted in such a manner that the 
ends of the two bones were separated to the extent 
of over if in. The wound healed by first inten¬ 
tion, and the union between the two bones of the 
leg had gradually become firmer, although the 
patient was not yet able to bear her weight on 
the foot. 

Radiographs taken from time to time show that 
the transplanted fibula has gradually increased in j 
circumference by new formation of bone, and at ! 
the same time the interval between the divided ’ 
extremities of the femur and tibia has become j 
narrower, owing to growth of bone from the peri- t 
osteum and cut surfaces. There is therefore good i 
reason to hope that the limb will ultimately become 
a useful one. j 

Recently fcome interesting observations have j 
been made by Axhausen * and Lobenhoffer f on | 
the changes which take place after implantation of j 
portions of living bone. The observations of the 
first-named were chiefly made on animals, and 
these have been confirmed by the latter author as j 
regards man. The conclusions at which they have ; 
arrived is that when bone covered with periosteum 
is transplanted the bone substance itself dies and j 
only the periosteum lives. The new* bone forma¬ 
tion proceeds, therefore, from the periosteum, and j 
ultimately leads to separation of the entire bone, j 
In transplantation operations, therefore, the peri- ! 
osteum must be preserved if the growth and I 
permanent fixation of the graft are required, j 
These views are entirely opposed to those pro- ! 
nounced by Sir William MacEwan. I 

In my tfwn case the radiographs show a new ' 
formation of bone beneath the periosteum of the 
graft. 


almost unbearable, completely incapacitating him 
from following his occupation. The neuralgia is 
always much w f orse on exposure and in cold 
weather; during the past warm summer he has 
experienced greater freedom from pain than for 
some years. 

On examining the patient’s left cheek the 
surface is seen to be studded with rounded flat¬ 
tened tumours varying in size up to that of a 
large pea ; in some spots they have almost coalesced 
so as to form elevated patches. The tumours 
have a yellowish-pink colour, with a slight sugges¬ 
tion of translucency. They are firm to touch, and 
are usually slightly tender. The patient associates 
the pain with the presence of these tumours, and 
thinks that the neuralgia originates in them. The 
tumours have been noted by the patient for at 
least twenty years, and are increasing in number 
and size rather than showing signs of diminution. 

In addition to the tumours on the left cheek a 
few tumours of similar characters are seen on 
different parts of the trunk and extremities, sparsely 
scattered without grouped arrangement. One of 
these on the front of the right thigh was removed 
and examined microscopically. . It is found to 
consist of irregularly rounded masses of smooth 
muscle-fibre, which are largest in the neighbour 
hood of a hair-follicle : the largest mass of muscle 
seems to be in direct relation to the hair-follicle, 
and in this case, therefore, the presumption is that 
the new muscle-growth has originated from the 
muscles of the-hair-follicles—thearrectores pilorum. 

The patient is brought forward to obtain sugges¬ 
tions for the treatment of his intense neuralgia, 
especially as to the advisability of using injections 
of alcohol into the main branches of the left fifth 
nerve. 


Dr. James Galloway showed a case of:— 

Severe Facia Neuralgia associated with Myoma 
Cutis. 

The patient, a clerk, aet. 34 years, suffers from 
neuralgia affecting the left cheek and radiating 
throughout the whole left facial region. He has 
suffered in this way for many years, but the pain 
increases and is sometimes so intense as to be 

* Axhausen," Freie Osteoplastik,” ‘Arch. f. klin. Chir.,’ 
Ixxxviii. 

f “ Beitrage zu der Lehre von der freien Osteoplastik," 
‘ Beitr. z. klin. Chir.,’ lxx, p. I. 


Dr. Wilfred Harris showed a case of 
I Acute Encephalitis. 

The patient, a girl, aet. 13 years, on May 21st was 
seized with a shivering attack, followed by severe 
headache and vomiting, with pyrexia. She became 
delirious, and unconscious on the following even¬ 
ing, and did not speak again for thirteen weeks. 

She was admitted into cottage hospital on 
| June 10th, from whence she was transferred .to my 
care at St. Mary’s on July 18th. There was no 
pyrexia while she was in the cottage hospital, but 
j the notes on admission there were: “Patient 
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very restless and noisy ; passes urine under her; 
will not help herself in any way.” She was given 
liquid food, which she took fairly well, though her 
condition remained practically unchanged when 
she was transferred to St. Mary’s Hospital on 
July 18th. She was then in a highly excited 
condition, screaming more or less continuously, 
and was with difficulty kept in bed. She resented 
all examination, though she took no notice of 
anything said to her, and uttered no word. She 
took her food well on the whole, though she would 
not help herself at all, and though there was not 
total incontinence, the nurses had the greatest 
difficulty in keeping her clean. She usually lay 
curled up in bed when she was not throwing her 
limbs about and screaming. Physical examination 
was negative. Kernig’s sign was absent, the knee- 
jerks plantar, and pupil reflexes were all active 
and normal. No rigidity or muscular weakness; 
eye-movements and optic discs normal. No head- 
retraction. Temperature normal, pulse varying 
from 8o to 90. 

On July 25th, the notes say : “ Patient very 
restless, and cries without ceasing.” Lumbar 
puncture showed the cerebro spinal fluid to be 
sterile with no leucocytosis. August 2nd : Con¬ 
dition unchanged, taking food well, but will not 
feed herself. Strong faradism was applied on 
July 31st to the limbs, trunk and face intermit¬ 
tently for several minutes, as her mental torpor 
was not improving, but without result. About 
August 20th she was first observed to take more 
notice of her surroundings, and to smile and speak. 
In a few more days she was able to answer ques¬ 
tions intelligently, but in a high-pitched, squeaky 
voice, and she recognised some flowers sent her 
from home. 

On September 5th I found that all her move- 1 
ments were extremely ataxic, rather more so on the 
left side, and she was totally unable to stand, 
though the muscular power of the limbs was fair. 
All the reflexes were still normal; she had now 
perfect control over her sphincters, and was able 
to talk quite sensibly, though still in a high- 
pitched voice as before. She could read and 
understand, though her power of accommodation 
was feeble. Since then she has slowly and steadily 
improved, and her voice is beginning to be more 
natural She can move about a little, holding on 
to the furniture, but cannot stand alone. There 


is still ataxy of the arms, especially of the left, but 
there has never been any nystagmus. 

Diagnosis : In the country she was at first con¬ 
sidered to be suffering from “heat apoplexy.” 
Her recent condition points to the cerebellum as 
being particularly involved, but the past history of 
the case indicates a much wider area of cerebral 
inflammation, though the pyramidal system seems 
to have escaped. 

Prognosis : Eventual recovery, probably com¬ 
plete. 

Dr. H. D. Rolleston and Mr. W. P. Tindal- 
Atkinson showed a case of:— 

Spondylose Rhizomelique. 

The patient was a man, set. 49 years. His 
mother, set. 86 years, has been “rheumatic” for 
forty years, and one brother, aet. 60 years, has a 
tendency to pains and stiffness of the joints, but is 
well now. He has not had any injury, enteric 
fever, syphilis (Wassermann negative), or any 
disease, except gonorrhoea eighteen years ago, 
shortly after which sudden swelling of the left 
middle finger came on and lasted one month, 
leaving permanent stiffness. Fourteen years ago 
pain, and restriction of movement began in his 
hips ; pain in the spine began eleven years ago. 
The disease has progressed until the spine and 
hand became immovably fixed five years ago; 
since then he has been subject to sudden attacks 
of pain beginning in the heels, extending to the 
neck and head, and making his bed feel like a 
“ bag of spikes.” There has never been any 
recurrence of gonorrhoea or urethral discharge. 
The patient states that his condition \Vas regarded 
as being gonococcic in origin when he was in St. 
Bartholomew’s Hospital. 

Present condition : There is rigidity of the whole 
spinal column, which shows slight kyphosis. 
There is flexion of the neck and of the head, 
which is fixed and turned to the right. There is 
no movement at either the axo-atloid or occipito- 
atloid joints. When the patient is placed flat on 
the ground the head remains in the air, the occiput 
being 6 in. from the floor. The present height is 
5 ft.; before the onset of his illness it was 5 ft. 
5^ in. Movement of the jaw varies with the 
weather, and is accompanied by crackles. The 
teeth are carious. Movement of the right 
shoulder is much restricted in all directions; the 
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elbow and wrist move freely, but with pain. The 
left shoulder moves more freely than the right, but 
not perfectly; the elbow and wrist move freely and 
painlessly; the metacarpo-phalangeal joint of the 
middle finger is rigid. Both hips are flexed and 
hardly any movement is possible ; movement of 
the knees is free, but painful. The left thigh and 
calf measure less in diameter than the right. The 
tibiae show an antero-posterior curve. Movement 
of the chest is much restricted (expansion = 32J in. 
to 32 1 in.). The lungs, heart, and other organs 
are normal. The maximum systolic blood-pressure 
is 110 mm. Hg. There is no anaemia; a differential 
count of the leucocytes (8800 per c.mm.) shows 
80 per cent, of polymorphonuclears. Urine, 1015, 
no albumen, no albumose. Knee-jerks increased ; 
plantar response flexor. 

Dr. Allpress Simmons reports that “skiagrams 
of the neck show that the fibro-cartilaginous 
intervals between the bodies of the cervical vertebrae 
are narrower than normal, and that the cartilaginous | 
intervals between the articular processes cannot | 
be made out. The anterior common ligament is 
very obvious and opaque. These appearances 
suggest ankylosis. The same remarks apply to the j 
upper dorsal vertebrae. In the lumbar region the 
inter-vertebral fibro-cartilages are narrow and 
opaque, but there is no definite bony ankylosis; the 
skiagram does not, however, exclude the possibility 
of ankylosis of the articular processes. The bony 
surfaces of the hip-joints are rough and interlocked, 
but there is no definite bony ankylosis. The 
shoulder-joints do not show any special change. 
All the bones are unduly translucent, probably 
from disuse.” 

Mr. R. C. Elmslie, M.S., showed a case of:— 
General Thyroid Malignancy. 

The patient, a woman, set. 61 y£ars, was well 
until April, 1911, when she began to feel pain in 
the right wrist. This was treated as rheumatism 
until July 1st, when a swelling appeared. At that 
time there was pain and swelling on the radial side 
of the right forearm, a short distance above the 
wrist. All the movements of the wrist, as well as 
pronation and supination, were limited. A skiagram 
showed an endosteal swelling of the lower part of 
the shaft of the radius. YVassermann’s reaction 
was negative. The swelling was thought to be a 
sarcoma, and in July a portion of the affected 


part of the radius was excised. Microscopic 
examination of the growth showed that it consisted 
of thyroid tissue, not evidently carcinomatous, but 
resembling rather an adenoma mostly of the foetal 
type of thyroid, but some of the alveoli containing 
colloid. 

On re-examining the patient on July 29th it 
was found that the left lobe of the thyroid gland 
was enlarged, hard, but not fixed. The patient 
states that this enlargement had been present for 
years. The jwhole skeleton was examined with 
X rays on the screen in August, but no other 
endosteal growths were found. 

In September the patient had a severe attack of 
dyspnoea lasting several days and resembling 
severe asthma; this she states has been a frequent 
occurrence with her in the autumn and winter. 
On this occasion, however, although she has 
improved, the dyspnoea, stridor, and hoarseness 
have persisted. The thyroid enlargement has 
increased a little in the last two % months, and the 
veins of the root of the neck on the left side have 
become distended. The movements of the vocal 
cords are at present natural. 

Mr. P. Lockhart Mummery, F.R.C.S., showed 
a case of:— 

Excision of the Rectum for Cancer six and a half 
years after Operation. 

; The patient, a man, was aet. 37 years at the time 
of the operation. There was a very large growth 
involving the whole upper portion of the rectum, 
and partly fixed posteriorly. On examination it 
was doubtful if the growth could be removed, 
and another surgeon who saw the patient expressed 
the opinion that “ it was inoperable.” 
j In May, 1905, a preliminary laparotomy was 
I performed to ascertain whether secondary deposits 
I were present, and a temporary colotomy opening 
I was made in the upper end of the sigmoid. The 
abdominal wound was closed. The coccyx was 
then excised, and the whole rectum removed 

[ from below, the stump of the sigmoid being 
I brought down and stitched to the skin at the 
| anal margin. The patient made a good recovery, 

I and was about in a month. A year later the 

| colotomy spur was destroyed with an enterotome 

l and the opening allowed to close. The new 
j rectum acted well, and he now has excellent 
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control in the normal manner, and is a very busy 
and active man. 

Microscopically the growth was a rapidly growing 
adeno-carcinoma. 

Mr. P. Lockhart Mummery, F.R.C.S., also 
showed a case of:— 

Excision of the Rectum for Cancer seven years 
after Operation. 

The patient is a man, aet. 71 years. The 
posterior wall of the rectum was excised after 
resection of the coccyx, seven years ago, for a large 
growth about the size of a two-shilling-piece on 
the posterior wall. The wound in the bowel was 
sewn up and healed per primam . On section the 
growth was an adenoma, malignant at the base. 
The patient has perfect control and has had no 
trouble with the bowel. 

Mr. P. Lockhart Mummery, F.RC.S., also 
showed a case of:— 

Complete Excision of the Rectum for Cancer two ' 
and a half years after Operation. | 

The patient, a man, aet. 70 years, was admitted | 
to St. Mark’s in February, 1909, with a growth in 
the middle of the rectum. At the operation the 
coccyx was removed, and the entire rectum and 
surrounding tissues freed after opening the peri¬ 
toneal cavity and dividing the mesocolon. The 
mucosa was dissected out of the anal canal, and 
the bowel pulled down through the sphincters and 
cut off after closing the wound, the end of the 
bowel being stitched to the skin £ in. from the anal 
margin, and subsequently trimmed up. The parts 
removed included the whole rectum and about 4 
in. of the sigmoid flexure. The present rectum is 
formed from the sigmoid. The patient has normal 
bowel sensation, and very good control except for 
liquid. He lives an ordinary life and is in 
excellent health. 

Microscopically the growth was an adeno- 
sarcoma. 

Dr. H. Batty Shaw exhibited a case showing:— 

Unusual Area of*Audibility of a Cardiac Murmur. ! 

The patient, a man, aet. 38 years, has never j 
been able to do any physical work. He has suffered I 
from infancy from “something wrong with the 
htart.” Frequently thtre is pain over the front of 
the right chest; is unable to run because of 


j shortness of breath. Weakness and debility have 
been noticed, more particularly since the age of 
about nine, when he had scarlet fever; there have 
been no other illnesses. One sister died of pul- 
! monary tuberculosis : there is no cyanosis nor 
clubbing of the fingers. The heart’s apex beat is 
1 in the fifth intercostal space in the left nipple line, 
and is a little forcible. There is no enlargement 
to percussion, nor is any abnormality to be seen by 
X rays except that the heart is very long from 
above downwards. Occasionally a systolic sound, 
quite localised, is to be heard at the apex of the 
; heart, both on standing up and in recumbency, 
i The pulmonary second sound is a little accentuated 
! and the aortic second sound can scarcely be heard. 

A systolic murmur can be heard at its vnaximum 
! over the aortic cartilage, and this is audible over 
| a considerable area in any direction. It is 
unaccompanied by a thrill, and is louder on 
forced inspiration : a murmur can be heard over the 
interscapular area , at a maximum to the inner side 
of the left scapula . It is increased in intensity 
during inspiration, and presumably owes its origin 
to the same cause as the murmur heard near 1 lie 
aortic cartilage. The tension of the pulse is raised, 
and measures constantly about 160 mm. of mercury. 
The urine shows a well-marked cloud of albumen, 
j The pulse-rate is 70. 

Dr. H. Batty Shaw also showed a case of:— 

; Recurrent Attacks of DyspnoBa (Asthma), accompanied 
on each occasion by a faint Erythematous Annular 
Rash on the Limbs and Body. 

I The patient, a servant, aet. 23 years, is slender. 
For five years she has had attacks of asthma 
accompanied by the occurrence of bronchitic signs 
in the lungs, and apparently provoked by the 
existence of nasal polypi: the condition is exag¬ 
gerated by full meals. In each attack of asthma 
an annular rash appears on the body and limbs. 
The rash is faintly erythematous, and causes 
considerable itching; it lasts during the attack, 
disappearing entirely when it passes off. The last 
rash was observed on September 16, when she 
was suffering from an attack of asthma. On 
October 7 both the asthma and rash were absent. 
Relief is given to both conditions by the use of 
potassium iodide. Neither the rash nor the 
asthma ever occurs alone. The rash has no 
association with the use of the various drugs 
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employed for the relief of asthma, and was noticed 
in the attacks before the patient sought any relief, 
from drugs; urticaria is not a feature of the skin 
eruption. 

Mr. P. S. Martin (introduced by Dr. H. Batty j 
Shaw) showed a case of:— 

Haemorrhagic Pericardial Effusion. 

The patient, a man, aet. 28 years, was admitted 
to University College Hospital with an extensive 
pericardial effusion and collapse of the left lung. 
The history was that of indigestion for eight 
weeks, with one outbreak for three days of severe 
vomiting, which was followed by persistent dyspnoea. 

The pericardium was opened under local anaes¬ 
thesia, and two and a half pints of almost pure 
blood were removed. The effusion gradually 
recurred, and four weeks later there was a return of 
the dyspepsia. ♦ Again the pericardium was opened, 
and three pints of similar fluid withdrawn. The effu¬ 
sion has since been steadily re-accumulaiing, but up 
to the present date, three weeks after the second 
operation, has g ven rise to no return of the acute 
symptoms. Throughout the illness there has been 
no fever with the exception of a few days after the 
first operation. 

There is no history of rheumatism, but on admis¬ 
sion the heart was in a state of auricular fibrilla¬ 
tion, suggesting myocardial inflammation. This 
ceased soon after the first withdrawal of fluid and 
has not recurred. 'There is no evidence of tubercle 
elsewhere in the body ; the pericardial fluid was 
sterile, but an injection of tuberculin for diagnostic 
purposes has caused a definite rise of temperature. 
Neither by X-ray nor by ordinary physical examina¬ 
tion could any sign of aneurysm or new growth be j 
detected. j 

Pericardial friction was heard only before and 
shortly after the first operation, and it has now j 
ceased. The patient is in fair general health. 

Mr. H. Morriston Davies, F.R.C.S., showed 
a case of:— 

Arterio-venous Anastomosis for 8enile Gangrene. 

The patient, a man, aet. 46 years, had noticed 
pain and discoloration of the middle toe of the 
left foot since March, 1911. After admission into 
University College Hospital under Mr. Pollard on 
June 21 st he had an attack of delirium tremens. 
There was dry gangrene of the middle toe of the 
left foot with a line of demarcation round the base. 
The foot was cold and painful. There was no 
pulsation in the tibial arteries; pulsation was occa¬ 


sionally felt in the popliteal, and was well marked 
in the femoral artery. There was no gangrene of 
the right foot, but no pulsation was to be felt in 
the tibial arteries. General conditions were other¬ 
wise fair; the heart was slightly hypertrophied ; 
there was ql trace of albumen in the urine. 

On July 3rd amputation of gangrenous toe under 
gas ; the wound was left open and plugged. 

The patient came under iny care on August 1st, 
and there was then some discoloration of the great 
toe and dorsum of the foot on the left side. On 
August 13th a patch of gangrene appeared on the 
inner side of the fourth and outer side of the 
second toe and purple discoloration of the whole 
of the great toe, over the head of the fifth meta¬ 
tarsal, and over the dorsum of the foot. 'The whole 
foot was cold and painful. The amputation wound 
was still unhealed. There was no pulsation in the 
left popliteal artery. A trace of albumen was still 
present in the urine. On August 15th I did an end- 
to-end anastomosis of the superficial femoral artery 
and vein at the upper end of Hunter’s canal. 
Mattress sutures tied over a loop of catgut were 
used, and the cut edges of the vessels everted. The 
sutures were of extremely fine silk and were soaked 
in oil. 'There was no leakage from the junction. 
The proximal end of the vein and the distal end of 
the artery were ligatured. Wound closed and 
healed by first intention. Anaesthesia by stovaine, 
supplemented later by ether. Duration of opera¬ 
tion, one and a quarter hours. 

On the following day the foot was quite warm 
and painless, and since the operation there has 
never been any oedema. • The discoloration dis¬ 
appeared and the gangrenous patches came away 
leaving healthy skin behind. Now, eight weeks 
after the anastomosis, the foot is warm, there is 
no pain, discomfort, or oedema, and the patient 
has been walking on it for the last four weeks. 

Drs. Alexander Gregor and L. B. Hopper : — 

Clinical Observations on an Epidemic of Acute 
Anterior Poliomyelitis in Cornwall. 

That active anterior poliomyelitis has appeared 
in this country in a serious epidemic form is con¬ 
clusively proved. There was a series of cases in 
Bristol from June, 1910, to January, 1911, as 
reported by Parker in the * British Medical 
Journal’of March 18th, 191c. The disease during 
the present year has spread to the counties of 
Devon and Cornwall. In the former county the 
di»ease has been more severe than in Cornwall, 
there having been about ninety known cases in 
Devon, while in Cornwall the number of ascertained 
cases to the present date is forty-two. 

The first and the majority of the cases coming 
under our own observation occurred in Penryn. 
This town has a population of about 3000 inhabi¬ 
tants, and is situated at the head of one of the tidal 
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estuaries of the River Fal—viz. the Penryn river— 
about two miles above Falmouth. It is a very 
ancient town, and the inhabitants mostly working- 
class people. The majority of the houses are old, 
huddled together, and in many cases are in a very- 
insanitary condition. The sewage is water-carried, 
and is discharged into the creeks in a crude condi¬ 
tion, and is left exposed on the ebb tide. Little 
attempt is made by the sanitary authorities to 
remedy matters, the streets being badly scavenged 
and the town generally dirty. The water supply 
is of doubtful quality. 

The first case occurred on January 23rd. The 
next case was nojed on May 27th (case 12), and in 
connection -with it it is interesting to note that a 
horse belonging to the patient’s father had what is 
locally known as “ poke-neck.” It is said to have 
been paralysed in the neck and forequarters. It 
fell down in the stable and was unable to rise. 
When taken put, with assistance, it again fell. It 
was shot without having been seen by the veterinary 
surgeon. This happened a week before the child 
was taken ill. Case 5 occurred on June 8th. This 
boy’s father had been in the house of case 12. 

Of the nine cases in Penryn five were in West* 
Street, which is a narrow street on the main road, l 
with a considerable amount of motor traffic. The 
road has been tar-sprayed for the first time this 
summer, so that the dust nuisance has been reduced j 
to a minimum. The occupants generally are poor 
and not over cleanly in their habits. Though we 
have been unable to trace contact in all those cases 
there is strong presumptive evidence that such did 
take place, as the street is the only playground of 
the children. No doubt, too, there is much visit¬ 
ing among each other’s houses ; and also one of 
the cases occurred in a grocer’s shop. Two cases 
occurred in the village of Mylor, also situated at 
the head of another tidal estuary of the Fal. 
There was distinct contact of one of these cases with 
another case in Truro. One occurred in Budock 
and two in Falmouth, four in Camborne, and two 
in St. Austell. No two cases occurred in the same 
house, with the exception of the St. Austell cases. 

It is interesting to note that the children in 
Penryn bathe regularly in the sewage-contaminated 
creeks. Of those attacked no single case had at 
any time bathed or waded in this polluted spot. 
This is quite contrary to the experience of the 
Massachusetts epidemic, where 62 out of the 150 
were proved to have been swimming or wading 
in polluted waters. 

Another interesting observation during the course 
of the Penryn epidemic was the number of cases of 
herpes zoster occurring in the practice of one of us 
(Hopper). The majority of the persons affected 
were old, and mostly women. Various parts of the 
body were affected by the eruption, viz: (1) Six 
had lesions over the neck, shoulder-blades, deltoid 
and pectoral muscles ; (2) four over the intercostal 


muscles; (3) three over the recti and buttocks; 
(4) three on the lower limbs (total of sixteen). In 
most of them constipation was a marked feature, 
and in many of the cases there was severe pain 
and general malaise. In no other space of time 
have so many cases occurred in this district, and 
therefore the question naturally arises, is the same 
organism at work in both diseases ? 

The ages of the patients ranged from ten months 
to fifty years. The rejection of the term “ infantile 
paralysis” is now therefore fully justified, seeing 
that persons of all ages are subject to the disease. 
With one exception, however, those who have lost 
the use of their limbs, or have their limbs per¬ 
manently impaired, are under the age of eight. All 
cases of the encephaloid type have been fatal. 

Sex .—Fourteen males, seven females. 

Mortality .—Thete were five deaths in the eighteen 
cases recorded, giving a mortality of 25*5 per cent. 

Symptoms .—The most outstanding symptom, and 
one which occurred in every case, was derangement 
of the intestinal tract: there was either constipa¬ 
tion or diarrhoea, or both. In all cases the motions 
were exceptionally large, and very foul smelling. 
In contra-distinction to this, .except in five cases, 
three of which had epistaxis and two slightly 
reddened fauces, there was no affection of the naso¬ 
pharyngeal mucous membrane. Two cases had 
slight enlargement of the cervical glands. One 
case was diagnosed as summer diarrhoea. This 
is certainly against Flexner’s theory that the virus 
enters the body through the air-passages, and 
would rather point to the alimentary canal as the 
point of entrance. This view is strengthened by the 
fact that there were six cases with retention and one 
with incontinence of urine. One case had to be 
catheterised for eight weeks. Great irritability and 
pain were marked features, and in some cases the 
latter was most distressing, the patient crying out 
for hours ; the least movement of the paralysed 
limbs increased this. A rash was present in six 
cases which were seen through all the stages of the 
disease. In every case it was typically urticarial, a 
fact which again supports the theory that the infec¬ 
tion is intestinal. The temperature never rose above 
103° F. ; generally it was about ioo° F. in the 
observed cases ; but it must be borne in mind that 
some of the cases were not seen till the initial stage 
had passed and the paralysis had developed. 

Only one case recovered completely ; all the 
others will be disabled more or less for life. 

We have arranged the cases into groups in a 
more or less arbitrary manner. There is certainly 
a marked distinction between the encephaloid type 
and the others, which in reality only differ in degree 
and often pass the one into the other, depending 
apparently on the virulence of the organism, the 
resisting power of the patient, and the part of the 
nervous system attacked. 

November IJ/A, 1911. 
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THE CAUSES OF CONVULSIONS 
IN INFANCY AND CHILDHOOD * 

By ERIC PRITCHARD, M.A., M.D.Oxon., 
M.R.C.P.Lond., 

Senior Assistant Physician,Queen’s Hospital for Children; 
Physician to Out-patients, City of London Hospital 
for Diseases of the Chest; Honorary Physician 
for Infant Consultations, Marylebone 
• w General Dispensary, etc. 


I have not chosen “ Convulsions in Children ” 
as the subject of to-day’s lecture for the reason 
that it h^s any peculiar interests of its own, but 
rather because in making investigations into the 
literature of the subject, I was amazed at the 
confusion which appears to exist in the minds of 
many of those who write on the subject of the 
actual causation of the convulsive phenomena. 
It is very unfortunate that in our language we 
have not independent and distinguishing words 
for the “ exciting ” and the “ underlying ” cause, 
for confusion between the significance of these 
two terms is responsible for much of the obscurity 
which is manifest in the writings of those who 
would explain the aetiology and pathogenesis of 
many other conditions besides convulsions. 

The determination of convulsions depends on 
the reciprocal relationship existing between the 
exciting cause and the underlying condition of 
excitability of the nervous sphere. In committing 
myself to this definition, I have admitted you to 
the essence of all I shall have to say on this 
subject. 

Some otherwise normal children have convul¬ 
sions because the “exciting cause,” the “liberat¬ 
ing stimulus,” the “causa movens,” or whatever 
you like to call it, is so intense, so over-master¬ 
ing, that their relatively stable nervous systems 
are thrown into tetanic convulsions with possible 
loss of consciousness in spite of the natural 

# A Lecture delivered at the Polyclinic. 
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resistance which such stability affords. Other 
children in whom the nervous sphere, from 
hereditary or other causes, is highly excitable, will 
manifest convulsive phenomena on slight provoca¬ 
tion, in fact, on such insignificant provocation that 
the liberating stimulus or exciting cause may 
entirely escape detection. 

It must, however, be remembered, that spon¬ 
taneous actions do not occur in nature. There is 
always a liberating stimulus, though that stimulus 
may lie deeply concealed. It is one of the 
greatest reproaches to our medical literature that 
the whole of it is permeated with suggestions and 
beliefs that pathological phenomena can occur 
spontaneously and that there are such things as 
idiopathic diseases — diseases which occur hy 
themselves without causes. In the literature of 
convulsions you will find innumerable references 
to idiopathic or spontaneous manifestations of 
convulsive symptomjs—or if you do not find such 
illogical and unscientific admissions, yo* will find 
the different varieties of convulsions classified in 
accordance with a nomenclature which, to say the 
least, is unscientific. 

These are the three chief classifications of con¬ 
vulsions : 

(1) Essential and symptomatic. 

(2) Organic and functional. 

(3) Sympathetic and haematogenous. 

It is very difficult to say which is the worst or 
the most unscientific. The first assumes that one 
class of convulsion (symptomatic) is evolved by 
causes (liberating stimuli), while another class 
manifests itself spontaneously (essential). 

•The second classification recognises distinctions 
between convulsions which are due to structural 
changes in the nervous system, and those which 
are not due to such changes. Such distinctions 
are purely arbitrary, and must continue to disappear, 
as our microscopic and histological technique 
continues to improve. 

The third classification, which we owe to Solt- 
mann, differentiates between convulsions which 
are due to blood changes, such, for instance, as 
those which are due to the development of specific 
toxins, and those which are due to reflex causes 
(sympathetic). 

Such a classification shows an extraordinary 
confusion of ideas. In a sedse all convulsions are 
reflex, that is to say they must have a liberating 


stimulus which acts reflexly through some sensory 
nerve, the only possible exception being such 
liberating stimuli as act directly on the central 
nervous system. Such stimuli are-rare, as, for 
j example, electrical or mechanical stimulation of 
central nerve-celts. Blood states or conditions are 
' not exciting causes of convulsions ; they predispose 
! to convulsions by raising the excitability of the 
nervous sphere. Take, for instance, such conditions 
as poisoning with strychnine, or with the toxins 
of tetanus or hydrophobia—conditions which, 

| according to Soltmann’s definitions, would be 
considered typical and extreme instances of haema¬ 
togenous convulsions. Under such conditions 
convulsions are not manifested unless the liberating 
stimulus is applied, unless the subject of them is 
acted upon by some form of excitation which 
reaches the central nervous system through some 
afferent avenue of approach-T-some sensory nerve. 

, Sometimes we recognise the causa moverts , some¬ 
times we do not; but it is always there, as much 
in the one case as in the other. 

Those of you who have seen cases of tetanus or 
| strychnine poisoning will readily recognise what I 
! mean, for you must have seen such cases lying 
I perfectly still and comparatively comfortable for 
hours on end, until some unforeseen or unexpected 
stimulus, some sudden noise, some sudden move¬ 
ment, some catch in the breath, some attempt to 
swallow or cough, supplies the liberating spark 
which determines the explosion. In fact, there is 
no distinction between the so-called haematogenous 
convulsions of Soltmann, and those reflex con¬ 
vulsions to which he has been pleased to give the 
name of “ sympathetic.” 

1 Convulsions in children are not difficult to 
understand if you will keep the picture of strych¬ 
nine poisoning constantly before your eye^— 
strychnine poisoning of every degree of intensity. 
For the determination of convulsions you must 
have both an adequate liberating stimulus and an 
adequatively receptive state of the central nervous 
system. In order that a liberating stimulus may 
be adequate to evoke convulsions, you must have 
a central nervous system tuned up to the necessary 
pitch of excitability. 

Now the central nervous systems of infants, and, 
indeed, of children generally, are tuned up to a 
higher pitch of excitability than those of older 
individuals for three definite reasons. First, 
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because their nervous systems are growing and j 
developing, and all growing and developing tissues j 
are, for obvious reasons, more unstable than | 
those which are more mature. Secondly, the I 
inhibitory centres in the cortex which control and | 
limit purposeless and inco-ordinate contractions of 
muscles are either undeveloped or imperfectly i 
developed. Thirdly, the axis cylinders of the con- I 
ducting paths in the central nervous system are still j 
in early childhood ill-provided with their myelin | 
sheaths, and consequently are in a less favourable ! 
position to convey co-ordinated impulses either of | 
inhibition or of action from the cerebral cortex. I 
Childhood in itself may consequently be con¬ 
sidered as a predisposing cause of convulsions, j 
Then, again, in childhood the organism is constantly 1 
exposed to internal and external events which tend 
to increase the already excitable condition of the 
nervous sphere. Let me enumerate only a few. 
Infancy and childhood are, as it were, probationary 
periods, in which the organism has to acquire 
immunity from the dangers which assail it in the 
environment. The infant or child has to learn 
how to deal with the poisons of whooping-cough, 
measles, chickenpox, influenza, the various catar¬ 
rhal infections, tuberculosis, and the microbic 
organisms which infect the intestinal tract. The 
acquisition of immunity in each case entails a 
very considerable strain upon the system, for 
during the process the blood is flooded with 
new and often highly poisonous substances, 
which as a rule raise the degree of excita¬ 
bility of the nervous sphere to so high a pitch 
that relatively slight liberating stimuli will deter* 
mine an explosive convulsion. Thus is it quite a 
usual event for specific fevers in infants and 
children to herald their event by a violent con¬ 
vulsion, the equivalent of the rigors in older 
individuals with more stable nervous system. 
What is true of one is true of all, and it is unneces¬ 
sary for me to enter into further details of these 
acute toxaemias which lay so heavy a strain on the 
nervous system of the developing child. But I 
must still delay for a moment and say a few 
words about certain of the chronic conditions 
.which permanently raise the excitability of the 
nervous sphere, and engender a condition which is. 
so liable to spasmodic manifestations that it has 
been dignified with a special descriptive designation- 
or title, namely spasmophilia. 


The condition of spasmophilia may be hereditary, 
congenital or acquired. It is usually acquired by 
the repeated access of noxae, often by way of the 
blood-stream to the nervous system, which tends 
to disturb its normal nutrition. 

The most common form of noxa is some variety 
of poison which is generated in the alimentary 
tract, and which is due to imperfect digestion, 
improper food, or excess of food. However, or 
whenever, such toxins are generated in the diges¬ 
tive tract they are carried to the liver, and there for 
the most part rendered harmless or destroyed; but 
there are limits to the tolerance of the best-ordered 
liver, and when this much-suffering organ at 
length breaks down in function, then the whole 
system, including the nervous sphere, is exposed 
to the noxious influence of such toxic bodies. 
Artificially fed infants are far more liable to 
develop symptoms of spasmophilia, because, as I 
have been able to show most conclusively (‘ Lancet/ 
September 2nd, 1911), they are almost invariably 
overfed, or at least overfed as compared to breast¬ 
fed infants. 

Thiemich has even gone so far as to state 
that there is something specific in breast-milk 
which not only prevents the development, but 
actually cures the symptoms of spasmophilia, and 
Finkelstein believes there is some specific substance 
in cow’s milk which actually produces a condition 
of raised excitability of the nervous sphere. For 
my part I accept neither of these views. I believe, 
as I have already stated, that any method of 
feeding which leads to imperfect or incomplete 
digestion also leads to the decomposition or fer¬ 
mentation of food in the bowel, and this in its 
turn leads to the flooding of the system with 
poisonous products, which destroy the stability of 
the central nervous system ; but I believe in nothing 
specific either in mother’s iHilk or in cow’s milk, 
which can either on the one hand prevent, or on 
the other hand promote, spasmophilic conditions. 

In a previous lecture I explained to you the con¬ 
ditions which lead to rickets; these are also the 
conditions which lead to spasmophilia. I will not, 
therefore, insist further on this point, but rather 
refer you to/the ## repprt jd f -the lecture (Clinical 
jfcritN'AL^ SfcptepbeV ^qiT), where you will 
find dll the necessary details. 

”In'order th^t I may put before you more or less 
clear conception bf the causes which predispose 
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to convulsive seizures, I append here a provisional 
classification of the underlying conditions. 

I. Chronic Predisposing Causes . 

(1) Conditions accompanied with demonstrable 
lesions of the nervous sphere. 

(a) Traumatic lesions, birth palsies, haemor¬ 

rhages, etc. 

(b) Syphilis. 

(c) Hydrocephalus. 

(d) Meningitis. 

(e) Tumours, new growth, etc. 

(2) Conditions unaccompanied by demonstrable J 
lesions of the nervous sphere. 

(a) Spasmophilia. j 

(b) Epilepsy. 

( c) Congenital and hereditary tendencies. j 

II. Acute Predisposing Causes . 

(1) Poisons admitted from without. 

(a) Food poisons (ptomaine, etc.). 

(b) Drugs, such as strychnine, lead, arsenic. 

(2) Poisons generated within. 

(rt) Specific infections. 

(b) Products of-intestinal putrefaction and 
decomposition. 

(() Products of defective internal meta¬ 
bolism. 

With full consciousness that the above classifica¬ 
tion is incomplete and unsufficing, let me now pass 
on to a consideration of the exciting or liberating 
stimulus. 

The history of the exciting cause of convul¬ 
sions in children is the history of every event in 
the environment or within the organism itself 
which is capable of producing a reflex response. 
Any agent which under normal circumstances pro¬ 
duces a physiological reflex response, can under 
conditions of raised * excitability of the nervous 
sphere produce a violent and inco-ordinated con¬ 
traction of muscle which we call a convulsion. 
This somewhat academic and “ ex-cathedra ” state¬ 
ment does not, however, afford much practical 
help in the consideration of the prevention or 
treatment of convulsions. The important considera¬ 
tion is what are .the, mpre.cogim9n # exciting causes 

or liberating stirftuli df/convulsions i*D ChiidiiDOti: 

• •*••• *••• • * • *« * . 

and especially ;n mfancy.^ * . 

In my experience fhf' mdsfr* cocncnpn * life; * 

follows : 


; Painful impression from— 

(1) Distended stomach, pyloric spasm, wind in 
the stomach. 

(2) Entero-spasm, colic, wind, fissures of the 
rectum or anus. 

(3) Middle-ear trouble, distension of the middle 
ear from pent-up discharges. 

(4) Sore gums and rupturing teeth. 

(5) Calculi in the passage of the biliary or 

urinary systems. ' 

(6) Irritation of the skin from dermatitis or para¬ 
sites. 

Painful impression included in the above cate¬ 
gory may be sufficiently intense to cause con¬ 
vulsions in infants or children, even when the 
nervous sphere is not in a condition of raised 
excitability. 

It will be noticed that dentition (4) is given 
as one of the liberating stimuli of convulsions. 
This is my deliberate opinion after a long experi¬ 
ence of normal and healthy infants. I do not 
believe that a hospital practice, nor, indeed, 
the practice of a children’s specialist, affords 
one the data for founding an opinion as to- 
whether or not dentition gives rise to convulsions. 
In this kind of practice we only see children 
occasionally, and that usually when they are ill. 
When a child is ill, and has convulsions, there are 
always reasons enough and to spare to explain the 
origin of the convulsion, without invoking denti¬ 
tion. To form a true opinion one ought to live in 
nurseries, creches or other institutions where 
healthy children are assembled together. If, then, 
you are of a sufficiently observant turn of mind, 
you will find that no tooth is cut without some 
slight, or, maybe, some considerable reflex dis¬ 
turbance. 

The reflex response may take the form of slight 
lacrimation, a little running of the nose, a slight 
flushing of the cheek, or the accompanying 
phenomena in conditions of raised excitability of 
the nervous sphere may be of a severer nature— 
bronchitis, alimentary disturbance, loss of appetite, 
loss of muscular energy, diarrhoea, vomiting, or 
actual muscular convulsions. 

The reflex pain attendant on the cutting of a. 
rtooth has the same power to act as the liberating 
“stimulus for convulsions as any other kind of 
: £> t ai*i. But to ridicule dentition as the cause of 
: Convulsions, in the sense that it can be the 
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liberating stimulus, shows to my mind that self- 
complacent conceit which is one of the unhappy 
concomitants of specialisation. 

It is argued that dentition is a physiological act, 
that a physiological act is not accompanied by 
pain, and that consequently no convulsion can 
follow as the result of dentition. This syllogism is 
unsound in its major premise, in its minor premise 
as well as in its general conclusion. There is no 
valid distinction between a physiological and a 
pathological act—both are conservative pheno¬ 
mena, deliberately designed to secure the survival 
of the individual. The typical and necessary 
physiological act of parturition is almost invari¬ 
ably accompanied by pain of the most intense 
kind, and most human experience goes to prove 
that the process of dentition is accompanied by 
pain and convulsions of minor or major degrees— 
be the explanation what it may. I never meet a 
mother, or a nurse, or an experienced general 
practitioner, who does not realise the association of 
dentition and convulsions. But nearly all paedia¬ 
trists and authors of text-books on the diseases of 
children ridicule the notion, and poke fun at the 
expense of the general practitioner who believes 
in the association. This strange attitude is due 
to the fact that very few of those who write on the 
subject of convulsions have taken the trouble to 
acquaint themselves with the fundamental truth 
which has been the text of my lecture, namely, 
that the determination of convulsions depends on 
“ the reciprocal relationship of the liberating 
stimulus and the underlying condition of excita¬ 
bility of the nervous sphere.” 

November 20 Ih, 1911 . 


Epilepsy Consecutive to Typhoid.— Chalier 
and Juilhe report the case of a previously healthy 
young man who developed epilepsy after a severe 
attack of typhoid, the seizures typical of true 
epilepsy* during the six years to date. Dide found 
typhoid antecedents in seven of 120 epileptics 
examined. The typhoid evidently induces injury 
of the nerves, and the resulting cicatrix becomes 
one of the causal factors of the epilepsy. Such a 
cicatrix may remain latent until some disturbance 
in the circulation or other insignificant cause may 
bring on what Pierret calls recall phenomena.— 
Journ, A.M.A ., vol. lvii, No. 19. 


A CASE OF HEMOCHROMATOSIS.* 

By REGINALD MILLER, M.D., M.R.C.P., 

Physician to Out-patients, St. Mary’s Hospital, 
and Paddington Green Children's Hospital. 


I The patient, a man, aet. 38 years, is an example of 
the rare disease now known as haemochromatosis. 
He states that for eighteen years his skin has been 
becoming dark. During this time he remained in 
good general health, and followed his occupation 
i (that of a smith) until four months ago, when he 
i began to suffer from symptoms of diabetes, thirst, 
polyuria and wasting. On examining him, in 
j addition to the pigmentation and diabetes we find 
I a third sign of importance, namely, marked enlarge- 
1 ment of the liver. 

1 The pigmentation was first noticed to appear on 
I the left shoulder, the place where the patient 
| habitually carried his bag of tools, but examining 
the skin now neither this nor any other pressure- 
point is disproportionately darkened. Over the 
entire surface of the body the skin is of an ab* 

I normal tint, varying from a light brown to a deep 
leaden (bluish-brown) colour. In addition to the 
j uniform bronzing there are innumerable small spots 
! of deeper yellow colour, resembling freckles in tint 
! and size. The skin is darkest on the face, fore- 
| arms and legs, and it is on the face that the leaden 
j hue is noticeable. A recent scar (six weeks) on the 
j right shin is deeply pigmented. The mucous 
I membrane within the mouth is unaffected. The 
areolas of the nipples are little, if at all, pigmented. 

The sclerotics of the eyes are normal in colour 
| and the cartilages of the ears are not apparently 
j darkened. It is noticeable that the hair has dis- 
[ appeared from both axilke. The patient states that 
; it was there at one time but that he does not know 
j when it disappeared. Pubic hair is present. Hair 
| is present in normal amount on the head; it is dark 
in colour, but during the last three or four years it 
has begun to turn grey in front. The scalp is 
pigmented, but not so deeply as the face. 

The diabetes is of a severe type, reacting only 
moderately to strict dieting. The urine contains 
much sugar, diacetic acid, and acetone. 

The liver is uniformly and much enlarged. The 
j lower edge crosses the abdomen an inch above the 


* Demonstrated at the Polyclinic. 
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umbilicus. The organ is firm and not tender. 
There are no symptoms of hepatic cirrhosis. 

Diagnosis. 

Although there are many causes of darkening of 
the skin, in a case such as the present where the 
pigmentation is widespread, long-lasting, and accom¬ 
panied by no symptoms of ill-health for as many as 
eighteen years, the possible causes of the condition 
are much reduced in number. Thus we may here 
exclude such causes as sun-burn, abdominal carci¬ 
noma, tuberculous peritonitis and Graves’s disease, 
and there are no signs of acne or lice. The history 
given by the patient excludes the possibility of such | 
drugs as silver or arsenic accounting for the pig- ! 
mentation. We ate left, therefore, with rarer causes, j 
of which we may consider Addison’s disease, 
ochronosis and haemochromatosis. 

Addison’s disease may be excluded here by the 
length of the history of the case, and by the 
absence of asthenic and gastro-intestinal symptoms. 
The patient has suffered very little from even mild 
dyspeptic symptoms—an interesting point in con¬ 
nection with the marked enlargement of the liver, j 

Ochronosis requires mention, since the urine in 
that condition will reduce Fehling’s solution. 
Ochronosis occurs in two groups of cases. In one 
it is due to prolonged poisoning by carbolic acid, ! 
as by the application over a long period of carbolic j 
fomentations to a chronic ulcer. In the second ! 
group ochronosis is a late development in those 
rare cases of alcaptonuria. Alcaptonuria is a life¬ 
long condition, occurring almost exclusively in 
males, and showing a very marked hereditary 
tendency. In it the urine darkens on exposure to 
air or on the addition of alkalies. The condition 
is entirely harmless, except that the patient may be 
erroneously regarded as a diabetic or may in late 
life show the changes of ochronosis. These consist 
of the development of a bluish discoloration of 
the cartilages, visible in the cartilages of the ears, 
with similar blue patches in the sclerotics. The 
condition is beautifully shown in a coloured plate 
in the first volume of the 4 Quarterly Journal of 
Medicine’ (p. 199). The skin is little affected; 
some bluish discoloration is seen in the exposed 
parts only. In the present case the urine contains 
sugar and does not give the tests for melanuria or 
alcaptonuria. 

We have, then, to consider the possibility of 


haemochromatosis as the cause of this man’s con¬ 
dition, and as the disease is sketched it will be 
seen that the present case corresponds in every 
particular to the description of the disease. 

Hemochromatosis. 

This very rare disease was at one time supposed 
to be a form of diabetes in which bronzing of the 
skin occurred, and at another it was regarded as a 
type of hypertrophic hepatic cirrhosis in which 
pigmentation developed. Opie, junr., in 1899 first 
established the disease as a separate morbid entity 
and clearly described it. He stated that it was 
characterised by the widespread deposition of an 
iron-containing pigment (haemosiderin) in certain 
cells, notably in the liver and pancreas, and by an 
associated formation of an iron-free pigment (haemo- 
fuscin) in a variety of localities in which pigment is 
formed in moderate amounts under physiological 
conditions. The demonstration of an iron-con¬ 
taining pigment in the sweat-glands of the skin is 
pathognomonic of this disease. 

All the cases so far recorded have been in the 
male sex. The origin of the pigments and the 
cause of their widespread deposition are questions 
which are not yet understood, but the results of the 
pigmentary deposit are clear and of importance. 

The accumulation of pigment in the liver and 
pancreas is so marked that the peculiar coloration 
of these organs forms the pathological basis of the 
disease. The skin is usually involved in the wide¬ 
spread manner as seen in the present case, but it is 
probable that in some cases the cutaneous pig¬ 
mentation is much less marked or appears in 
localised patches, when the nature of the case may 
only be recognisable by the post-mortem appear¬ 
ances of the liver and pancreas. Further, the 
accumulation of pigment causes the death of the 
pigment-containing cells and consequent interstitial 
inflammation, notably in the liver and pancreas. 
We get, therefore, the onset of hepatic and pancreatic 
cirrhosis, in both cases accompanied by enlarge¬ 
ment of the organ. 

When the pancreatic cirrhosis has proceeded to 
a sufficient degree of severity, diabetes ensues. 
The diabetes is thus simply a terminal event in the 
disease, and some cases have been reported in 
which death has occurred from some other con¬ 
dition (typhoid fever, in one instance) before the 
onset of diabetes. In the present case it is quite 
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clear that the pigmentation preceded the develop¬ 
ment of diabetes by many years, and that the 
diabetes, having developed, is of a serious type 
which is not likely to allow the survival of the 
patient for very long. 

We see, therefore, that this case corresponds in 
every way to the described cases of haemochro- 
matosis, and that this disease is one which lias 
occurred hitherto only in males, is characterised 
by the deposition of pigment, and the ultimate I 
development of hypertrophic cirrhosis of the liver 
and chronic pancreatitis, the latter giving rise in 
time to diabetes, which is the terminal event in the 
course of the disease. 

References .—The most useful papers on hemo¬ 
chromatosis are :—by Opie in the 4 Journal of Ex¬ 
perimental Medicine/ 1899, p. 279; by Beattie in J 
the ‘Journal of Pathology and Bacteriology/vol. 
ix, 1903-4, p. 117; and by Futcher in the 
‘American Journal of the Medical Sciences/ 
January, 1*907. 

November 20 th t 1911 . 

Treatment of Acute Suppurations in Joints. 

— Dreyer found it possible to prevent suppuration 
in experiments on animals by injection of various 
powerful disinfectants after infection. Phenol, 
salvarsan and tincture of iodine were particularly 
effectual, and he thinks that the latter has a pro¬ 
mising future in this line. He tried it in a few 
clinical cases with eminent success. In one 
patient, a tuberculous girl with an acute painful 
affection of the knee, after injections of 3 or 5 c.c. j 
of a 5 per cent, tincture of iodine, diluted- with 
alcohol, the pains subsided and the lesion healed j 
as was seen at necropsy after the patient had suc¬ 
cumbed to miliary tuberculosis. The pains sub¬ 
sided at once in another case in a woman, set. 62 
years, with a severe tuberculous affection of the 
knee requiring amputation. In a third case, a 
boy, aet. 16 years, had multiple osteomyelitis. 
The involvement of the knee was treated by the 
iodine injections and speedily healed while the 
other foci dragged along a tedious course. The 
patella was left movable, and the lad is regaining 
the use of his knee. Dreyer thinks that these 
experiences with iodine justify conservative meas¬ 
ures in treatment of arthritis more than has been 
possible hitherto.— Joum. vol. lvii, No. 18. 


PAROTID TUMOURS.* 

By ALAN H. TODD, B.Sc., M.B., B.S.Lond. 

It may be useful to recall, at the outset, those 
features in the anatomy and embryology of the 
parotid region that have a bearing upon its surgery. 
The space is bounded by the ramus and angle of 
the mandible in front, by the mastoid process and 
anterior border of thesterno-mastoid muscle behind, 
and by the styloid process and its attachments 
internally. It has therefore the shape of a wedge, 
whose base is directed towards the surface, and 
whose apex is in immediate relationship with the 
carotid sheath and the ninth, tenth, and twelfth 
nerves; these, in turn, are in relation with the 
lateral wall of the pharynx. The bony space just 
mentioned is narrowed by the sterno-mastoid 
I muscle and the digastric behind, and its anterior 
wall is partly formed by the internal pterygoid 
I muscle and the stylo-maxillary and internal lateral 
ligaments. The deep cervical fascia is attached to 
the mastoid process, the sheath of the sterno-mas- 
| toid muscle, and the cartilaginous auditory canal, 
behind ; in front, to the angle of the jaw, above 
which it is continuous with the masseteric fascia, 
and internally, to the styloid process and the 
muscles and ligaments arising from it. This part, 
which lies deeply in the neck, is very strong, and 
this no doubt accounts for the direction of spread 
of the larger tumours, and serves to delay the involve¬ 
ment of the great vessels by cancerous growths. 
Its importance to the operating surgeon is this, that 
there can be v no danger to the great vessels or 
nerves as long as the dissection is carried on within 
the fibrous lining of the space. The fascia is very 
strong externally, where it not only forms the 
capsule of the parotid gland, but in addition sends 
I down fibrous trabeculae into its substance. The 
1 salivary gland is closely adherent to the fascia, 
especially behind, and has no true fibrous capsule 
I of its own. The great pain associated with all 
I inflammatory affections of this region is probably 
I to be attributed to the unyielding nature of the 
I walls of the space. The weakest part is below, and 
it is in this direction that tumours, especially benign 

i tumours, always enlarge ; gravity may play a part in 

. . — " ~ 

1 * Read before the Physical Society at Guy’s Hospital. 
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this also, but lymphatic spread does not. The 
superficial fascia is of the ordinary cellulo-fatty type, 
and contains some muscle-fibres; in some persons, 
but not in all, it also contains a few lymphatic 
glands; the uppermost is about on a level with the 
neck of the lower jaw, and the lowest is in line with 
its angle. Occasionally as many as seven of these 
superficial glands have been dissected out. They 
drain the eyelids, the adjacent parts of the scalp 
and cheek, and the external ear, and if they sup¬ 
purate, it is possible to open them without touching 
the parotid gland at all. There is then no danger 
of a salivary fistula or of deep cellulitis. The 
vessels contained within the space are : 

(1) The external carotid artery, which always 
runs very deeply, sometimes surrounded by gland- 
substance, sometimes embedded in a gutter on its 
deep aspect; 

(2) The internal maxillary artery; 

(3) The superficial temporal artery, which is 
only separated from the auditory meatus by the 
corresponding vein ; and 

(4) The transverse facial artery, sometimes 
double, which emerges from the upper part of the 
gland. 

The external jugular vein lies superficial to the 
carotid artery, and frequently communicates with 
the internal jugular by a thick vessel. The im¬ 
portant nerves are: 

(1) The facial, which passes downwards and 
forwards, superficial to the vessels, and breaks up 
at the anterior border of the gland ; 

(2) The auriculo-temporal branch of V 3 ; 

(3) The great auricular nerve. 

The parotid salivary gland itself fills up the 
remainder of the space, moulded around the 
contents as a quantity of molten wax might be. 
It commonly extends about -J in. below the angle 
o£ the jaw, and its facial process, running across 
the masseter muscle, is separated from it by a 
reflection of deep fascia. Embedded in its sub¬ 
stance are several deep pre-auricular lymph-glands; 
these, when enlarged, form one variety of parotid 
tumour, and, as they are placed beneath the deep 
fascia, they are sometimes difficult to distinguish 
when enlarged from a tumour of the parotid itself. 

The development of this gland differs from that 
of the other salivary glands in that it arises from 
a downgrowth (1) of the epithelium of the pre- 
auricular region, and not from an outgrowth from 


I the mouth. The epithelial cells push the fascia 
before them, and this explains its arrangement in 
the adult. Reasoning from analogy in other parts 
| of the body, we might expect occasionally to find 
| dermoid tumours or other embryonic rests in this 
i region, and, as we shall see, this is the case. 

| Moreover, the second visceral arch of the foetus 
I gives rise to the styloid process, and the Glaserian 
j fissure, in early life, has a direct relationship with 
the parotid gland. Here, therefore, are two other 
possible starting-points for embryonic tumours, and 
it was suggested by Mr. Jacobson, in 1882, that the 
I so-called cartilaginous growths of the parotid 
| gland really originated in the mesoblast from which 
the tympanum is developed (2). 

, Classification. 

For the purposes of this paper, the word 
“tumour” will be taken to mean (3) “a mass 
I of newly formed tissue tending to grow and persist 
j independently of the structures amongst which it 
| is placed, and not serving any useful or physio¬ 
logical purpose.” This is Bowlby’s definition, and 
it serves to exclude inflammatory swellings, hyper¬ 
trophy, cysts, and tuberculous and syphilitic 
lesions, all of which occur in the parotid, though 
not commonly. It may be of interest to mention 
a few points concerning them before dismissing 
; them altogether. 

| Inflamtnatory swelling is common in mumps, in 
affections of the sexual glands, and in bed-ridden 
and debilitated persons who have septic mouths. 
The importance of cleansing the mouth is now so 
well recognised in nursing that post operative 
parotitis is much less frequently seen nowadays 
than formerly. 

Cysts are usually due to obstruction of Stenson’s 
1 duct by a calculus. In rarer instances they result 
from degeneration of a tumour proper. They are 
usually fluctuating and quite painless, and on 
opening them a thick milky fluid escapes. In a 
few cases it has been observed that the contents 
have been oily, and have solidified on cooling. It 
seems that these are in reality dermoid cysts of 
congenital origin. Mr. Bryant described the first 
I recorded case in 1882, under the title of “Oil 
Cyst ” ( 4 ) 

I The patient was a girl, aet. 19 years. She had 
I had scarlet fever when a child, and suffered from 
primary amenorrhoea. A small swelling was noticed 
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in the left parotid region soon after birth, and 
this had increased in size during the last eighteen 
months, and become painful. It was soft, fluctua¬ 
ting and translucent, and the skin over it was 
normal. The cyst was opened, and irrigated with 
iodine-water, and the wall removed, except where 
it was adherent to the facial nerve. No hair or 
sebaceous material was noticed within it. 

In another case (5), occurring in a woman, aet. 
30 years, Sir James Goodhart examined the cyst- 
wall microscopically, and found that it consisted 
of rudimentary skin, with hair-follicles embedded 
in it. 

Gumma/a of the sterno-mastoid, and haematoma, 
occasionally simulate syphilitic lesions of the 
parotid. Such are rare, but do occur. 

Tuberculosis affecting the salivary gland itself is 
also uncommon, and is usually due to infection 
via the duct, or to the diffusion of tuberculous 
material from a caseous pre auricular gland. Two 
factors are necessary for the appearance of a 
tuberculous focus in any part of the body : one 
is the presence of the specific bacilli, and the 
other is a susceptible condition of the tissue— 
“depressed vitality,” or something of the sort., In 
accordance with this, one finds that the majority 
of the cases of tubercle of the parotid date from 
measles, scarlet fever, or some debilitating illnes^. 
The tonsil has been blamed, as usual, for letting 
in the bacilli, but this has never been conclusively 
proved. 

Passing on, now, to the consideration of the 
real neoplasms of the parotid, these can be 
divided into innocent and malignant. 

(a) Innocent.— There is a large variety of 
these, but they form a minority in any large 
collection of cases, if we exclude therefrom the 
mixed tumours. Fibroma, lipoma, fibro-lipoma, 
myxoma, myoma, and angioma all undoubtedly 
occur; in addition, chondroma, and neoplasms 
containing ossifying or actual bony tissue have 
been described. It seems probable, however, that 
these were really dermoids, or else endotheliomata 
with changes in the stroma. I shall refer to this 
question again more fully when speaking of mixed 
tumours. , 

Angiomata of both kinds occur; lymphangioma 
occasionally, and sometimes in association with an 
identical change in the other salivary glands; 
haemangioma more commonly ; sometimes it takes 
the form of an erectile tumour, or naevus, but 


more often that of a cirsoid aneurysm. These 
blood-tumours are congenital, and it is well to 
remove them whilst they are still small; electro¬ 
lysis or the cautery can be used, bearing in mind 
the superficial position of the facial nerve in small 
children. In days gone by it was customary 
to employ compresses kept continually wet with 
| ether, and the treatment was often very successful, 

I so that nowadays carbon dioxide snow would 
probably be useful. If these naevi are not removed 
they grow very large, and excision becomes a most 
difficult and dangerous operation, for the erectile 
tissue surrounds the carotid vessels and often 
| becomes firmly attached to the veins. In addition, 
there is furious haemorrhage from the smaller 
arteries that are cut in the course of the operation. 

Lipomata are commoner in women than in men: 
they present the usual characteristics of a soft 
j swelling, often giving a spurious fluctuation; they 
are subcutaneous, being probably derived from 
I the cellulo-fatty layer, and the skin over them is 
■ normal, as a rule. In two cases recorded by 
Berard (6), the patients were forty and forty-two 
j years old respectively ; the history of visible tumour 
extended over fifteen to twenty years, and there 
1 was no recurrence after removal. 

Pure myxomata do occur, but the majority of 
j tumours to which this description has been applied 
have turned out to be degenerate sarcomata or 
mixed tumours that have undergone change. I 
cannot help thinking that this must be the 
i explanation of the following remarkable case, 
recorded recently by Sherrill (7):— 

A man, net. 36 years, said that he had had a 
swelling a § large as a pea at the angle of his jaw, 
on the right side, for ten years. It grew until it 
was as big as an egg, when he had it removed. 
Soon after it recurred; X rays were applied, but 
it continued to grow, and lately its increase in 
size had been rapid. When seen by Mr. Sherrill, 

| the swelling was as large as a cocoanut, and 
» extended on to the lace, the lobule of the ear was 
j pushed up, the palate was pushed upwards, and 
I the pharynx inward ; the skin was red, glazed, and 
| rather pigmented, probably as the result of the 
rays. The tumour itself was rounded, tense and 
fluctuating. The patient’s weight, however, was 
normal, and his general health good, so it was 
decided to operate in spite of the strong suspicion 
of malignancy. A radical excision was carried out, 
in the course of which the carotid and facial 
arteries were tied, the submaxillary gland and 
i some infiltrated skin removed, and a number of 
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lymphatic glands enucleated. In ten days the 
patient was discharged, having no facial paralysis, 
and it was found on microscopical examination 
that the tumour consisted of myxomatous material 
only. 

The practical lesson to be learnt from such a case 
is that removal is always worth attempting, pro¬ 
vided that the patient is fit for the operation, and 
that he understands the likelihood of recurrence if 
the microscope shows the presence of sarcoma. 

Neuroma of the facial nerve may be mentioned, 
just as a curiosity; it appears, clinically, as a small, 
hard, superficial, and encapsuled lump, and its 
real nature is only recognised after removal, which 
is followed by prolonged or permanent facial 
paralysis. On section the tumour presents a 
concentric arrangement, like the coats of an 
onion. 

Sequestration-dermoids occur, but there does not 
seem to be any convincing account of a teratoma. 
The tumours containing bone, cartilage, connective 
tissue and the like described by the older patho¬ 
logists were probably endotheliomata. 

All these benign tumours that I have mentioned, 
are derived from connective-tissue elements in or 
about the parotid ; one variety is derived from the 
gland substance itself, and that, of course, is the 
adenoma . A pure adenoma of the parotid is very 
rare; there has not been a case in Guy’s in the 
past twelve years. An interesting case, however, 
was under observation in 1899 (9), and as it may 
possibly have some bearing on the question of an j 
innocent tumour becoming malignant, it may be j 
well to quote it in extenso :— 

The patient was a schoolmaster set. 37 years. 1 
Seven years previously he had had influenza, other¬ 
wise his health had been excellent. In May of the 
same year he noticed a small painless swelling in 
the lower part of the left parotid space; it gradually 
increased in size. On admission there was a hard, 
smooth, well-defined tumour, about ii in. in 
diameter,and freely movable on the deep structures; 
the skin over it was normal. The lump was 
dissected out, and proved, on microscopical exami¬ 
nation, to be a myxo sarcoma. The patient made 
an uneventful recovery, and was discharged with 
the wound completely healed. But in twenty-six 
days he returned with a recurrence as large as a 
walnut below the lobule of the‘'left ear, which 
resembled the original growth except that it was 
ill-defined ; around it was a soft mass, which swelled 
up at meal times. At operation a cyst was found, 
and on opening it some thin fluid escaped. On 
microscopical examination of the cyst-wall typical 


fibro-adenoma was found. Six days later there was 
another hard lump at the lower end of the incision, 
probably a recurrence, and the patient, though free 
from pain, was very sleepless. 

It is certainly remarkable that the sarcoma 
should have appeared at the first operation, and 
the innocent adenoma at the second ; but this may 
have been a geographical accident. Probably the 
adenoma was the original growth, and when it 
underwent a malignant change it followed the 
direction of least resistance, and so appeared at 
the surface. When this had been all cleared away 
the adenoma was disclosed. As to why it under¬ 
went a malignant change (if this suggestion be 
correct) we cannot say; the answer involves the 
whole riddle of the causation of new growth ; but 
i it is at least suggestive that it followed almost 
I immediately upon an attack of influenza. This 
I disease is mentioned nine times amongst twenty- 
| eight cases of parotid tumour in the paragraph 
headed “Previous Diseases and Injuries. ,, Per¬ 
haps this is not more than would be found amongst 
an equal number of healthy persons ; but as it is 
so often described as immediately preceding the 
appearance of a tumour, the association is worth 
mentioning. Believers in the parasitic theory of 
new growth would see in the influenza a cause for 
decreased power of resistance to invasion; others 
would maintain that growth resulted from irritation, 
or from some disturbance of the normal stimulus 
to reproduction exerted by every cell on every other 
in the body. It is not profitable, however, to 
pursue this subject further in the present state of 
our knowledge. 

Let us next turn to those tumours that are from 
the first malignant. Having disposed of them, we 
can discuss those which occupy an intermediate 
| position, viz. the mixed tumours, or endothe- 
j liomata. 

I ( If ) Malignant. — Two kinds of malignant 
growth are found—carcinomata and sarcomata. 

Carcinoma is, fortunately, of fairly rare occurrence, 
if we leave out of consideration secondary growths 
in the pre-auricular lymph-glands. The relative 
immunity of the salivary glands to cancer, whether 
primary or secondary, is a very striking fact, and 
one worthy of study. Even in advanced cases of 
epithelioma of the tongue and mouth, when huge 
masses have formed in the cervical glands, the sub- 
| maxillary salivary gland will show no invasion under 
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the microscope.* The same thing applies in 
the case of the parotid, and one wonders if these 
tissues have in them some natural resistance to 
the disease—something, perhaps, in the nature of 
an antibody, or some ferment destructive to the 
specific cause of cancer, whatever that may be. 
This is but the wildest speculation, unsupported, 
as far as I know, by any experimental evidence. 
Yet the one fact remains : the salivary glands show j 
a striking immunity to cancer, and its elucidation 
might give to the world the key to the cancer 
problem, and the means of saving thousands of lives, j 

Primary cancer of the parotid, when it does 
occur, is a most disastrous disease, unless extir¬ 
pated very early. Mr. Jacobson said of it (10) I 
that “there is scarcely any part of the body in | 
which a malignant growth so quickly obtains a ] 
firm hold on the ^surrounding structures.” It • 
extends rapidly, soon involves the lymphatic 
glands, and perforates the enclosing barrier of deep 
fascia. The surrounding tissues become indur- I 
ated, and the skin ulcerated. The facial nerve is 
affected at an early stage; this may be said for all 
practical purposes never to happen in the case of ; 
sarcomata or of mixed tumours, so that this 
symptom becomes one of the greatest diagnostic 
value (n). The other features are those which 
are characteristic of cancer in any other part of 
the body: the tumour is nodular and irregular in 
outline; its consistence varies in different parts, 
though it is everywhere fairly hard; there is j 
induration of the tissue around, from inflammatory 
reaction, and in some instances there is anaesthesia ! 
of the cheek or considerable pain referred to the i 
neck, shoulder, or side of the head. 

The history is usually of about six months' 
duration, but may be as long as a year. The 
disease is very uncommon in patients under forty 
years of age, and Senn (12) states that it practically 
does not occur before then. On the other hand, I 
any hard, rapidly growing tumour in a patient over 
fifty, he says, is extremely likely to be cancer. 
Operation, however, is always worth attempting if | 
there seems to be any possibility of saving life, for 
there is always hope that the diagnosis may be 
wrong, as in Mr. Sherrill's case, which I related to 
you. It should always be possible to make a 
diagnosis of “malignant disease of some sort "at 


* Vide Note A in the Addenda. 


an early stage if the patients only seek advice soon 
enough; the exact nature of the tumour is im¬ 
material, for radical removal is indicated in any 
case. The operation was first performed in 
1804,(6) and with entire success. Since then a 
number of cases have been recorded in which 
there has been no recurrence after ten years or 
more. At Guy's there has only been one case of 
carcinoma that has been proved by microscopical 
examination between 1898 and 1910 :— 

The patient was a coachman (13), aet. 62 years, 
and he had noticed the tumour for five months ; 
it was attached deeply, but the skin looked normal, 
and apparently no secondary deposits were found 
The tumour was excised, and radium was applied 
to the wound every night for a week. A year 
later he wrote to say he was quite well, except 
that his face was sometimes rather painful when 
the weather changed. 

Besides this case there have been two, discharged 
as inoperable, that appear from their history to be 
carcinoma; this makes our percentage of carci¬ 
noma about 6 per cent, of all parotid tumours. 
The operation is a severe one (10). It is necessary 
in almost every instance to sacrifice the facial 
nerve, so that permanent paralysis follows. Very 
often the carotid artery and jugular vein will have 
to be cut away between ligatures, and muscles 
may need to be freely divided. The incision 
1 varies with the nature of the case, but must 
always encircle any patch of infiltrated skin ; the 
dissection is then carried out from below upwards 
(6), after freeing the growth before and behind ; 
in this way the larger vessels are ligatured at the 
outset, and the wound is kept as dry as possible. 
Compression or temporary occlusion of the carotid 
artery may be useful in some instances, and it is 
necessary always to avoid the entry of air into the 
veins. 

French surgeons have reported good results 
following the use of radium in the case of inoper¬ 
able growths. Thus (14), a gentleman came for 
treatment, having an ulcerated epithelioma of a 
year's duration; it was acutely inflamed and 
absolutely fixed. Filtered £ and Y rays, °f 
measured intensity, were applied for seven months, 
in long sittings, and tubes of radium were passed 
into the ulcerated part. An intense reaction 
ensued; curdy liquid and sloughs escaped, but 
the surface was not seriously injured, and ultimately 
the deep attachments became loosened, the tumour 




108 The Clinioal Journal. ] 


MR. TODD. 


[Nov. 22, 1911. 


became smaller, the skin became normal, and at j 
last there regained only a few small hard nodules, ' 
apparently fibrous in nature. This shows that 
radium is well worth trying in any case, however 
desperate it may appear. It should also be used 
as a routine measure after operation, in order 
to lessen the danger of recurrence. 

Sarcomata are commoner than carcinomata. 
We have had sixteen cases in twelve years, and i 
possibly more, for the microscopical diagnosis i 
from endothelioma is extremely difficult in some * 
instances. Ten of the patients were women, and 
six men; their ages varied between twenty-six and 
seventy-three years, and it did not appear that any j 
period of life between these limits was more 
liable than any other; and round- and spindle- 
celled tumours are equally frequent at all ages. 
The primary growth has often been noticed for 
two, three, or even four years in the case of small 
round-cell tumours, whilst with the more highly 
differentiated spindle-cell types, the history extends 
to eight or ten years. As regards previous diseases, 
inflammatory conditions of the throat and mouth 
are almost the only ones mentioned: colds, 
mumps, recurrent tonsillitis, cervical adenitis, and 
influenza are quoted repeatedly, and often two or 
more of these in one report. Two women had 
had their tonsils removed during childhood, and j 
in one of these (15) the lump appeared immediately ! 
after the operation. It would be illogical to regard 
this as an example of cause and effect, but the j 
association is striking enough to be worth recording, j 
The after-history of this case was that the tumour 
grew steadily, was excised after nine years, and ( 
recurred twice again, being quite inoperable on the 
second occasion. Another woman (16), aet. 54 
years, had had bronchitis, pleuro-pneumonia, and 
several attacks of influenza; she then had faucial 
diphtheria, and immediately after the throat got well 
the lump in the parotid was noticed. It grew 
rapidly, and was excised ; it turned out to be a 1 
spindle-cell sarcoma of the lymph-gland, recurred 
four times, and finally developed into a generalised 
sarcomatosis. Only in one case (17) is there a 
history of a blow that could be in any way related 1 
to the disease; a woman, aet. 65 years, the subject | 
of colds and repeated adenitis, fell and struck her ! 
face against a hard clod of earth ; six weeks later 1 
a lump appeared, which grew and proved to be a 
small round-cell sarcoma. I 


Sarcoma may be primary or secondary. If 
primary, it may be so either in the salivary or in 
the lymphatic gland; differential diagnosis can 
only be made by means of the microscope, but 
is not of practical importance, for the treatment is 
the same in either case. Secondary sarcoma is 
practically always metastatic, as in a case where it 
was the first evidence of dissemination from a 
growth of the testis (18). The typical history of 
sarcoma is that a small lump is noticed; this 
remains quiescent for some time, then grows 
larger, at first slowly, and then more rapidly; 
latterly it begins to cause pain. No reason for the 
sudden onset of malignancy can be found; it may 
occur after an interval of twenty years, and then 
destroy the patient from exhaustion, ulceration of 
vessels, dysphagia, or intra-thoracic growth. The 
latter termination is rare. In a recent case (16), 
the growth spread first to the side of the neck, 
then to the axilla and epicondylar gland of the 
same side, then to the opposite axilla, and lastly to 
the abdominal wall, the lungs, and the peritoneum. 
Occasionally sarcomata spread up to the base of 
the skull, and bulge the wall of the pharynx 
inward. 

Recurrence took place in seven out of our six¬ 
teen cases of undoubted sarcoma. In the younger 
patients it occurred, as a rule, wifhin a year, and 
in one instance after twenty-six days. In the 
older patients (those of sixty to seventy) it was 
delayed for about five years in the majority of 
cases. This bears out the usual rule, that the 
younger the patient, the more virulent is the 
growth. 

The diagnosis from carcinoma is unimportant. 
It is of vital importance, however, to distinguish a 
sarcoma as early as possible from a “ mixed 
tumour.” The latter gives an identical history of a 
small, hard lump, growing very slowly at first, and 
then more quickly. Anything more than trivial 
pain should be regarded with suspicion, and as an 
indication for free removal of the tumour, for 
endotheliomata are very rarely painful in the early 
stages/ Involvement of the skin is also a reliable 
indication for radical treatment and guarded pro¬ 
gnosis, although mixed tumours often have a 
fair amount of fixity to deep structures. By in¬ 
volvement I mean redness, dilatation of veins, 
or attachment. Lastly, marked induration round 
a swelling, a nodular or ill-defined outline, the 
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presence of several outlying lumps, and an irregular 
temperature exceeding ioo° F. for no obvious ! 
reason,* are all points in favour of sarcoma, and I 
against a benign tumour. | 

Patients with “ mixed tumours ” commonly have 
a temperature ranging up to 99 0 F., but the only I 
innocent condition in which this is exceeded 1 
(excepting suppuration) is a serous cyst, congenital 
or otherwise. | 

The treatment is radical removal, unless 1 
secondary deposits have formed at a distance; ' 
in this case Coley’s fluid should be tried (19), for ; 
several brilliant recoveries have followed its use, j 
but care must be taken to follow exactly the : 
technique laid down by Dr. Coley. 

We must now consider the last and largest class 
of new growths of the parotid, namely, the 

1 

“Mixed Tumours.” 

They form about 60 per cent, of all parotid 
tumours. Their clinical characters are very defi- j 
nite, and there is a most striking resemblance in 
the reports of the cases. They are twice as fre¬ 
quent in women as in men, and upon the left side 
as upon the right. Three quarters of the patients 1 
are under fifty years of age, and tumours appear at | 
all ages equally up to that time, but earlier in men j 
than in women. The antecedent and predisposing j 
diseases are the same as with sarcoma—colds, 
tonsillitis, and the like. Rheumatic pains or acute 
rheumatism are mentioned rather frequently. 
There is not a single instance of heredity, or of the 
appearance of the tumour after an injury. 

The typical history , given in one report after 
another with wearying monotony, is a small pea¬ 
like lump in the parotid region ; this is painless, 1 
and increases very slowly in size. The skin over it 
is normal, and moves freely ; only in three instances 
was there any fixity, and these were all examples of 
recurrence. Tenderness on examination is never 
present, and pain, always rare, is late in appearing; 
it is generally described as “ a dull aching,” and 
was a prominent symptom in one case only. The 
course of these tumours, if they are left alone, is a 
slowly progressive one : they enlarge, and eventually 
cause death from dysphagia. Even at this stage, 
however, they preserve their innocent characters in 
that they remain encapsuled and do not give rise 

• See Note B in the Addenda. j 


to metastases; and cases have been recorded in 
which growths weighing seven pounds or so, 
and extending to the clavicle (20), have been 
removed without complication or recurrence. The 
question of their innocence or malignancy is one 
of the greatest importance; in practice it is of much 
more importance than the determination of the 
exact source of the elements composing them. 
They are certainly not malignant in the same 
sense as a cancer is ; they do not destroy the tissue 
in which they grow, they do not spread to distant 
parts of the body, or cause any constitutional 
disturbance. On the other hand, they seem to be 
quite functionless, they are composed of atypical 
cells, they are particularly prone to undergo patho¬ 
logical changes, and they are liable to recur locally. 
Recurrence takes place in about a quarter of the 
cases, and is commoner in women than in men. 
The patients are generally young, but the return 
growth may not appear for several years after the 
first operation ; the interval, in our Guy’s cases, 
ranged from one to seven years. The recurrence 
has the same structure as the original tumour, and 
does not grow any more quickly, as a rule; if 
removed, a further recurrence sometimes takes 
place after several years, but without showing any 
signs of increased malignancy. I have been unable 
to find, either in reports or in microscopical 
sections, the slightest evidence of the transition of 
a “ mixed tumour ” into a typical malignant growth. 
It seems, therefore, that their position, as regards 
malignancy, is on a par with that of the myeloma 
and the epulis. They show a strong tendency to 
encapsulation, even at an advanced stage, the 
capsule consisting mainly of fibrous tissue, but 
partly of compressed parotid tissue. It often shows 
bad staining reactions, and resembles horny tissue, 
and the gland around it is then chronically inflamed. 
This, taken in conjunction with the slight pyrexia 
that is often observed before operation, may 
indicate that the tumour produces some toxic 
substance, which diffuses out and sets up a reaction 
in the structures around. 

On naked-eye examination the tumour is usually 
rounded, firm, and smooth ; it is commonly quite 
hard, and on section gristly patches are felt and 
seen, and these have been repeatedly described as 
nodules of cartilage. The rest of the cut surface 
is semi-translucent, and shows little sago-grain 
bodies. The colour is yellowish-white. Sometimes 
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cysts containing serous fluid are present. After 
hardening in alcohol, the. gristly patches just 
mentioned are dark brown, transparent, &nd of 
a tough consistence rather like that of india- 
rubber ; thus the resemblance to cartilage is 
increased. The soft material, under the micro¬ 
scope, consists of two parts, which may be 
described as stroma and cells. The former is a 
more or less homogeneous structure, faintly reticular 
in parts, and staining unevenly and diffusely with 
haematoxylin and eosin ; in some parts it is pink, 
in others it is of a slatey hue. It contains a few 
cells mostly stellate in form, like those seen in any 
loose-meshed connective tissue. In addition there 
are masses of small, square, compact cells, which 
run in columns, and send out processes into the 
stroma, and become continuous with its cells. 
From the appearance of the stroma, from a hasty 
guess at the nature of the tough patches seen with 
the naked eye, the conclusion has been drawn that 
these mixed tumours contain cartilage, and that 
it is mixed with more or less myxomatous, angio¬ 
matous and fibrous tissue. That description has 
been copied from one book to another, but I have 
not the slightest hesitation in stating that it is 
absolutely wrong. It arose from a careless examina¬ 
tion following a preconceived idea of what was to 
be found, and has been fostered by the excessive 
use of scissors and paste. There is no cartilage 
in mixed parotid tumours. The stroma which was 
mistaken for it is not really like the matrix of 
cartilage at all; it shows a coarse fibrillation quite , 
different from that of fibro-cartilage, it does not 
give the typical staining reactions with silver nitrate 
or gold chloride, and it has been shown to give 
the micro-chemical tests for mucoid and hyaline 
degeneration. Again, it does not behave like 
cartilage when cut; the sections flatten out readily 
on hot water, whilst anyone who has tried to cut and 
float a large sheet of cartilage knows that it is most 
difficult to prevent its crumpling up and remaining 
crumpled. This is but a small point, but it is a 
practical one. The cells, too, have not at all the 
arrangement of cartilage cells. The conclusion, 
therefore, is that the old statement concerning the 
presence of cartilage in these tumours is wholly 
incorrect. “ For a long time they were regarded 
as adenomata, the glandular structure being 
combined with a stroma presenting varying com¬ 
binations of cartilage, fibrous and myxomatous 


! tissue, and modifications due to a degeneration of 
the same ”, (21). To this type of structure Billroth 
gave the name of “ mixed tumour/* and it has 
I remained -until the present time, for want of a 
better one. It hits the merit of being indefinite, 
for everyone know* exactly what it implies, though 
they are not agreed as to the correct origin and 
classification of the tumours. Until their nature 
1 has been placed beyond doubt, the tentative name 
had better be retained. 

“ Mixed tumours ” are not confined to the 
parotid; they also occur in the soft palate and the 
i submaxillary and lachrymal glands. The essential 
cells of which they are composed are small, uniform 
I in size, spheroidal or polyhedral in shape, but rect¬ 
angular where subjected to mutual compression ; the 
; nuclei are oval, moderately darkly stained, and 
contain several nucleoli; the cytoplasm is very 
vacuolated. The cells run in slender columns, two 
or three cells thick, and branching out into the 
stroma. Often these columns are so close together 
that they simulate solid masses of cells, but they 
can be differentiated under the high power. When 
seen cut in transverse section they appear to 
enclose a lumen, within which is contained some 
structureless pink material. This seems to be of 
the nature of a secretion ; at any rate, I have not 
been able to find any cell debris in it, and it has 
been described by some histologists as occurring 
in the normal parotid ducts. This tubular arrange¬ 
ment has suggested to some observers that the 
tissue is adenomatous in nature, but there is 
nothing else to support it, and a real adenoma of 
the parotid (22) looks quite different. The cells 
form the walls of the spaces, there being no base¬ 
ment membrane in between ; the internal layer is 
often flattened, and indistinguishable from swollen 
! endothelium, whilst the layers around show a 
| gradual transition to the spheroidal form, and the 
cells are placed radially about the lumen. Tiie 
nature of these cells has been the subject of an 
i immense amount of controversy ; some authors (23) 
have asserted that they are epithelial in origin, 
because, with special stains, they have demon¬ 
strated intercellular bridges, and also the presence 
of keratohyalin in the inner layers. Fick asserts 
that this is an absolute proof of the presence of 
epithelial cells, and adds that the parenchyma is 
directly continuous with the cells of the matrix and 
| with the normal parotid ducts outside the capsule ; 
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all these, he says, must then be epithelial. It apparently in an advanced stage of degeneration, 

seems to me that a special stain is insufficient ] There seems to be little doubt that the structureless 
evidence of the origin of a tissue unless supported material is derived from the parenchyma, for here 
by other weighty arguments. Apart from that, I and there one sees little islets of cells surrounded 
have failed to trace any continuityof the parenchyma by rings of slatey-coloured tissue, rather recalling 
with the ducts outside the capsule. Some sections | the shading that indicates the coast-line on a map; 
show the tumour-cells proper permeating the around these areas, in turn, is a mass of pink 

connective-tissue capsule, and the normal parotid material even more devoid of structure. The 

in an adjacent- lobule somewhat inflamed (Surg. 1 slatey patches are granular, and often the remains 
Reg. Sectn., 1573), but that is quite a different j of interlacing cell-processes can be detected in 
thing from continuity with ducts. The other school therm Blood vessels are very few in number, and 
includes all those who maintain an origin from in many sections none can be found except in the 
mesoblastic material. Some think that the paren- capsule. Even when present they are always 
chyma is sarcomatous, others that it originates in I degenerate; the inner layers show hyaline change, 
endothelium, whilst a few hedge, and suggest that I and their contents are granular debris . Very 
it is derived from a primitive, embryonic cell from j often one finds that the grey areas of the stroma lie 
which epithelium or connective-tissue elements I nearer to the vessels, whilst the pink ones are more 
may alike be formed. That is a mere confession | remote. All these appearances together suggest 
of ignorance, and at once puts an end to any hope 1 that thevprimary cause of the change whereby the 
of progress. For my own part, I strongly incline stroma is produced is failure of nutrition. The 
to the theory of an endothelial origin, admitting blood-supply being impaired, the cells of the 
that there is a danger of calling endothelial any parenchyma die and are disintegrated, and the 
tumour that is difficult of diagnosis. My reason products of their destruction diffuse out. Their 
for this opinion is simply that the tumour-cells are chemical composition is such that they take on a 
directly continuous with those forming the walls of bluish stain with haematoxylin ; later on, when the 
the spaces described, and these flattened cells, breaking-down process has gone still further, the 
to me, are indistinguishable from endothelium, reaction changes, and the pink acid dye is taken 
Further, as Mr. Raymond Johnson pointed out(21), up. Thus far my theory rests upon the evidence 
the arrangement in branching columns resembles j of the microscope ; given a series of sections, every 
an embryonic vascular structure. Whether they j stage can be traced. One warning must be added 
are derived from the endothelium of blood-vessels j as to the interpretation of what is seen, and that is, 
or lymphatics is uncertain, and I have no evi- that one must not assume that myxomatous 

dence on that point. Cell-nests, whilst not appearance of the stroma is an indication of 

essential in an epithelioma, are never present, decreased malignancy. The vesicles of a hydatidi- 
though they were described in one submaxillary form mole have a myxomatous and apparently 
tumour. Turning now to the consideration of the degenerate core, yet they are extremely destructive, 
other constituents of the sections, the stroma must Again, the most dangerous fibroids are often those 
first he mentioned. This varies very much in soft and oedematous-looking ones that occur in 
different parts of the section: in some parts it is young women (24). It is a dangerous practice to 

structureless and pink, in others it is granular or attempt to deduce too much about the properties 

fibrillated, and of a slatey colour. The cells" of the of a cell from its structure when dead and 

parenchyma run out in thin columns into the coagulated. I cannot offer you any explanation of the 
stroma, and merge insensibly into it; the few cells endothelial proliferation which forms the cells of 
that occur in the stroma are apparently derived from these growths; yet who knows anything of those 
them. Sometimes it is difficult to say whether a 
given cell belongs to the parenchyma or to the 
stroma, so gradual is the transition of the one into 
the other, at other times there is a distinct boundary 

line between them, and one is surprised at seeing great problem of medical science to-day, 
perfectly healthy cells side by side with others 


mystic powers tnat control tne growtn, tne 
metabolism, the relations of any normal cell ? 
These are questions, not of pathology only, but 
of the whole of biology, and they constitute the 
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Addenda. 

(a) Mr. Layton first drew my attention to this 
point. At the time when the paper was written the 
statement made appeared to be universally true; at 
any rate, it had long been a tradition with the surgical 
registrars, for although the salivary glands had been j 
systematically cut in a great number of cases of 
carcinoma, an example of their involvement by the 
growth had not been found. Since then, however, 
two instances have occurred (during 19 n). The 
rule is, therefore, not an absolute one, though it 
holds good in the majority of cases. 

In the discussion following the reading of the 
paper, it was suggested that a more likely explana¬ 
tion of the freedom of the submaxillary salivary 
gland from cancer in these cases was that the 
lymphatic drainage did not lead thither. This is 
undoubtedly true in the early stages, but cannot be 
of importance later on, when all the lymphatics 
are obstructed, and the growth is free to extend 

whithersoever it will into a solid mass of tissue. 

\ 

Even at this stage the salivary gland usually resists 
invasion. 

(b) It may be that this pyrexia is merely the 
normal diurnal variation of temperature shown by 
any person who is up and about, and that its dis¬ 
appearance after operation is due simply to the 
patients being kept still in bed. Inasmuch, how¬ 
ever, as it is always more marked in the more 
malignant types of growth than in the simple, and 
is not commonly seen on the temperature charts 
of patients suffering from other diseases, I think 
that it is more likely that the irregular, low pyrexia 
is due to the growth in some way. Such pyrexia 
is not uncommon with other neoplasms when they 
are undergoing degenerative changes, apart from 
external infection ; a well-recognised example is 
that occurring in carcinoma of the liver. The 
point is not of great importance in the diagnosis 
as a rule, but there are times when it just turns the 
scale. 
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A CLINICAL LECTURE 

ON 

ALCOHOLIC AND SYPHILITIC 
AFFECTIONS OF THE HEART. 

Delivered at Guy’s Hospital. 

By W. HALE WHITE, M.D., F.R.C.P., 
Senior Physician to the Hospital. 


Gentlemen,— You will remember that on the 
occasion of my last lecture we considered the case 
of a man who was in John Ward with cirrhosis of 
his liver, and you will remember that he had some¬ 
thing else the matter with him beside that; it was 
doubtful from the history whether he had had 
syphilis. Since then we have had a Wassermann 
reaction for syphilis done and it is positive ; so he 
has also had syphilis. You may remember also 
that he had very great swelling of the legs; you 
saw him as he sat here; further, he was very 
dyspnceic. I did not tell you last time that his 
heart was enlarged, and half an inch outside the 
nipple line ; its impulse was very feeble, and the 
sounds gave one the impression that the heart 
muscle was degenerate. The pulse was regular 
and of moderate tension, and the artery was not 
thickened. So that we had in addition to cirrhosis 
of the liver dilatation of the heart, great dyspnoea, 
and some swelling of his feet. I think that swell¬ 
ing was partly due to the fact that he had cirrhosis. 
There is little doubt it was considerably increased 
by the fact that the heart/was acting very ineffi¬ 
ciently. 

This afternoon I want to go over with you as to 
how far the two great facts of his previous history 
could have caused this condition of the heart. 
That is to say we will this afternoon consider 
how alcohol and syphilis can affect the heart. 
As the result of alcohol he may have a fatty 
heart. As a matter of fact I think that probably 
he has. That heart may be either in a state of 
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fatty degeneration or be greatly infiltrated with fat. 

I need not remind you that there is an essential 
difference between the two. In fatty degenera¬ 
tion the muscular fibres become partly transformed 
into fat, whereas in the other case fat gets between 
the muscular fibres and impairs their efficacy. If 
this man has a fatty heart as a result of his 
alcoholic excess the heart will be weak both in the 
force of the beat and ih the sounds. The heart- 
sounds and the force of the beat are both of them 
weak in his case, so that we may fairly assume that 
the weakness of the sounds and the beat are due 
to the fact that his heart is fatty. Then when a 
heart is fatty it is often irregular, and his, I believe, 
has been for some time. You will remember that 
I told you the impulse was well outside the nipple 
line. That will accord with the fact that a fatty 
heart is very often dilated. Those who have a 
fatty heart are often stout, full-blooded, florid-look¬ 
ing people, with a full abdomen and fat generally. 
The patient who was here last time answered to 
that description. These patients are often very 
short of breath and often very livid. That man 
was certainly short of breath, and there was con¬ 
siderable lividity of his lips. As time goes on 
they begin to have cedema of the feet, which our 
patient certainly had. Fatty heart is commoner j 
in men than in women, and such persons are | 
usually about fifty to fifty-five years of age. , 

You will at once want to know whether I think 
this patient’s heart is fatty degenerated, or fatty ' 
infiltrated. Probably both. I feel convinced that t 
he has fatty degeneration, and in all probability he 
also has fatty infiltration. In a sense we have | 
finished the lecture, because I have told you what j 
I think is most likely the condition of this man’s ] 
heart. We will occupy the rest of the time in find- j 
ing out what other cardiac conditions the patient 1 
might have had as a result of his alcohol and his i 
syphilis. 

First we will deal with the affections due to 
excess of alcohol. He might have had general 
arterial sclerosis. The evidence of that in this 
man is entirely negative. His blood-pressure is 
not raised, his arteries are not thick. I am aware 
that there is no decided proof that hard drinkers 
get general arterial sclerosis. But still, you do see 
frequently hard drinkers who have had arterial 
sclerosis, and probably we are right in putting it 
down as a cause. But there is no evidence in this 


j mAn of it. We cannot go into such a large subject 
as that this afternoon. Arterio-sclerosis might of 
course have affected his heart. 

As a result of his alcohol he might perhaps have 
had granular kidney. Here again I admit that there 
is no absolute proof that drinking excess of alcohol 
will cause this, but the probability that it may is 
very strong ; but this man has no symptoms of 
granular kidney. There is no albumen in his 
urine, there is no high tension of his pulse, there 
are no casts in his urine; in fact, he shows no 
symptoms whatever of granular kidney. The con¬ 
dition of granular kidney is so well known that I 
will not spend any time in explaining it. 

The next thing he might have had as a result of 
his alcohol is what is called an alcoholic heart. 
There is so much confusion about that condition 
that I should like to spend five minutes on the sub¬ 
ject. I am accustomed to tell men when they say 
they have been in the post-mortem room and seen 
an alcoholic heart that I do not know what they 
mean, for alcohol affects the heart in so many 
ways, but many restrict the phrase to a rare form 
of heart disease of which we see very little in 
this country, and about which nothing was known 
until the year 1877, when it was discovered 
that the inhabitants of Tubingen had very large 
hearts indeed, and it was also found that these 
people with large hearts had drunk very heavily of 
beer. Hence, after a while, this enlargement of 
the heart in beer drinkers was known as Tubingen • 
heart. This unenviable notoriety of having a 
special form of heart disease due to excess of 
beer quickly spread to Munich and other great 
towns of Germany, where it was found that the 
people drank heavily of beer but drank little wine 
or spirits. Thirty-five pints of beer in a day would 
sometimes be drunk by one man. 

Beer-drinker’s heart is a very interesting disease. 
The cause of it i« very obscure. It is doubtful 
whether the disease can.be caused by the alcohol, 
because it is very rare amongst wine drinkers ; nor 
is it common amongst spirit drinkers. It has been 
attributed by some people to the presence of 
j carbohydrate in the beer. If that were so people 
in Ireland would get it, because many of them eat 
as much as six pounds of potatoes in a day, but 
they do not get this disease. Nor can it be due to 
mere bulk of fluid, for as much as twenty-five pints 
j of water a day is taken by stokers employed on 
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ships going through the Red Sea, and yet they do 
not get a hypertrophied heart. Nor, again, do 
those who have polyuria from diabetes get a 
hypertrophied heart. 

But let me give you an instance of it that 
occurred in the hospital under my own care and 
that first of all made me interested in the disease. 
This was a man who was under my care in 1903. 
He was set. 34 years. He came in with oedema of 
the legs and shortness of breath. He was a heavy 
drinker, but had no manifestation of having suffered 
from syphilis. Nine months before admission he 
had to give up his work as an engineer on account 
of shortness of breath, which had been coming on I 
gradually. At the same time his face and eyes 1 
became swollen. Since then his trouble had in- 1 
creased, his shortness of breath was more marked I 
and he became cyanosed on exertion, and he | 
breathed quickly. He had oedema of the ankles and 
thighs. The cardiac impulse was about an inch out¬ 
side the nipple line. He had no heart murmurs. 
One striking thing was his shortness of breath on 
the slightest exertton ; he could not walk half the 
length of the ward without sitting down on the 
nearest bed. His liver was enlarged, his urine had 
some albumen : he died of cardiac failure. At the ! 

7 I 

autopsy the heart was found to be uniformly en- | 
larged; it weighed 20 oz.—an enormous heart. 
The valves were perfectly normal: the kidneys 
were the hard indurated kidneys of heart disease. 
The coronary arteries were not atheromatous. 
And now here is the interesting thing : the histo¬ 
logical examination made showed the muscle to 
be normal. So that here is a very curious condition 
of a hypertrophied heart, and, as in this man’s case, 
it is on both sides. How the beer caused it is 
not known. The muscle remains normal, but the 
organ becomes hypertrophied and begins to fail 
and the patient displays the usual signs of a failing 
heart. I will not read to you other cases that have 
occurred in the hospital. One is enough. 

I have already indicated to you the symptoms of 
this disease. This beer-drinker’s heart occurs in 
the proportion of ten males to one female. The 1 
patients have a rapid, weak, irregular pulse, they 
get very short of breath on exertion. The pulse- 
sounds are feeble, the heart is dilated, the patients 
sleep badly, and later they get backward signs. I 
At the post-mortem examination, as you would 
expect, you find evidence of backward signs. But 


the interesting thing is in the hypertrophy of the 
heart itself affecting both right and left sides. In 
my first case the heart weighed 22 oz., in my second 
20 oz., in my third 20 oz., in my fourth 22 oz. In the 
case I read to you the organ weighed 1^ lb. By the 
time the patient dies there is dilatation as well as 
hypertrophy. Occasionally some of the muscle is 
fatty. You would expect that when considering that 
the patient has drunk hard. But, generally speaking, 
there is no fatty change, the muscles are firm on 
1 both sides of the heart, and histologically the 
muscles have been perfectly normal. There is 
never any valvular trouble to account for the 
disease. That is the condition to which the phrase 
“beer-drinker’s heart” or “alcoholic heart” should 
be applied, and to that only, or else you will get 
into confusion. 

Another thing that alcohol might have done to 
this man was to give him peripheral neuritis of his 
vagi. Then the heart becomes very rapid, and 
the patient dies from the usual signs of cardiac 
failure. There is no evidence of that in this case. 
So that the result of this discussion is that we have 
decided that the alcohol has affected this man’s 
heart and given him fatty heart, which is the cause 
of his trouble. 

But we have not finished with him by any means 
yet because he has had syphilis. I want you to con¬ 
sider what syphilis might possibly have done to his 
heart. It might have done a good many things. 

1 It might have given him atheroma, for instance of 
I his aorta, and the atheroma of his aorta might have 
! implicated his coronary arteries. Here is a good 
specimen of that, and in this specimen the atheroma 
I of the aorta and of the aortic valves must have 
impaired the circulation of the blood through the 
coronary arteries. 

Or the syphilis might have given the patient 
either atheroma or syphilitic endarteritis of the 
coronary arteries. The result of either of these 
conditions, by impairing the circulation through the 
coronary arteries, would have been probably to 
give him a fatty heart. If you impede the circu¬ 
lation through the coronary arteries the muscle 
becomes fatty, and it is quite possible, judging from 
some of the symptoms which that man has, that 
his syphilis has implicated his coronary arteries and 
caused fatty degeneration of his heart. 

Another thing that syphilis might have done is to 
cause atheroma of his aortic valves and so lead to 
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hypertrophy and failure of the heart. If a woman 
has aortic disease without mitral disease she has 
almost certainly had syphilis; for aortic disease 
without mitral disease is probably never due to 
rheumatic fever. Take the woman in No. 20, 
Mary Ward. She was admitted with aortic disease 
and there was no history of syphilis, so some 
suggested .that her aortic disease was due to 
rheumatic fever, but as there was no mitral disease 
we doubted this, did a Wassermann reaction, found 
it positive, and so learnt that she has certainly had 
syphilis and the atheroma of her aortic valves is 
certainly due to her syphilis. Atheroma of the 1 
aortic valves, quite apart from the implication of the | 
aorta itself, might have caused this man’s trouble. 
But I have told you that he has no symptom 
whatever suggesting that he has atheroma of his 
aortic valves. 

He might have a fibrous heart as a result of 
syphilis. That is an extremely interesting con¬ 
dition which has been, I think, worked out more 
at Guy’s than anywhere else. I have brought j 
down two specimens of it to show you. In this 
one there is a beautiful patch of fibrous disease, 
one eighth of an inch thick. That is probably 
syphilitic. Here is the other specimen. If you 
look at that you will see a very large fibrous deposit 
in the inter-ventricular septum. 

The case of fibrous disease of the heart due to 
syphilis that first impressed itself on me was that 
of a man on whom I made a post-mortem 
examination. He was an elderly man, and was 
seen by one of our students to fall down’ in the 
High Street in the Borough. He was brought to 
the hospital, and on admission was found to be 
dead. I made a post-mortem examination five 
hours after death. He had a syphilitic ulcer over 
the right tibia, and a good deal of necrosed bone 
at the bottom. On the cerebral arteries there 
were patches of syphilitic deposit. The heart 
weighed 13 oz., and the muscular substance, 
particularly the ventricular septum, contained 
under the endocardium a large amount of fibrous 
tissue of greyish colour. No fatty degeneration or 
atheroma of the orifice of the coronary artery had 
occurred. The testes were fibrous. There is no 
doubt that the man had syphilis, and he had this 
fibrous heart. I will not weary you with other 
cases*. 

But you will want to know whether this man, 
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whose case we are discussing, has a fibrous heart 
due to syphilis. A fibrous heart due to syphilis 
may arise independently of any coronary arterial 
disease, as in the case I have just read to you, or 
it is sometimes secondary to syphilitic disease of 
the coronary artery. But I do not think that the 
patient whom we are considering has a fibrous heart,- 
for he has well-marked heart symptoms, and the 
definite clinical fact about fibrous disease of the 
heart is that although it is such a gross lesion, it 
generally produces no symptoms. About one half 
of the people in whom fibrous disease of the heart 
is found in our post-mortem room drop down dead. 

I remember a man who dropped down dead in the 
out-patients, and on post-mortem examination a 
fibrous heart was found. So that clinically a 
fibroid heart is practically undetectable, and its 
clinical interest is that the patients drop down 
dead. Therefore you never make a proper post¬ 
mortem examination on a man who has dropped 
down dead unless you look for fibroid disease of 
the heart. 

This man might have had a gumma in his heart, 
but that occurrence is excessively rare. Here is a 
beautiful specimen. It is very valuable because it 
is a specimen that Sir Samuel Wilks instances in. 
an article on “visceral syphilis,” in the ‘Guy’s 
Hospital Reports’ for 1863. In that paper he 
announced what he was severely criticised for 
announcing, namely, that syphilis could affect the 
internal organs of the body. In that paper nearly 
every organ of the body which syphilis can affect is 
mentioned. It is mentioned that syphilis can affect 
the heart, and this particular specimen is that of 
which he gave a picture. Roughly the case was 
this: A. B—, set. 23 years, a cab-driver, .whilst 
driving a bus in the street fell dead. He gasped 
two or three times and ceased to breathe. On 
making a transverse section through the septum of 
the ventricles the gumma was seen to occupy this 
upper part. Its circumference is so blended with 
the muscular tissue of the septum that no accurate 
measurement can be made, but it is about the size 
of a billiard ball. In the centre the structure is 
soft ; further out it is tough. 

I have rapidly been able to run over with you 
what may have been the condition causing this 
man’s heart disease when we bear in mind that he 
has had syphilis and taken alcohol to excess. 

1 The only remaining thing to talk about now is 
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treatment of the case. Obviously as we believe 
that a large amount of his cardiac trouble is due to 
alcohol we shall in the first place treat the condition 
by stopping his alcohol. I am often asked whether 
it is not a bad thing to stop it suddenly. I have 
no evidence that it is. The evidence is all the 
other way, because it is notorious that a great many 
of our criminals drink hard, and when they are sent 
to prison alcohol is stopped absolutely, but I have 
never heard of any accident or ill-effect to follow 
from that. So that the treatment of the alcoholic 
part of the disease is easy. 

In the remaining few minutes we shall run over 
the treatment of the syphilitic part of it. If there 
is no contra-indication—which there is in the 
present patient—I think the best way to begin the 
treatment of syphilis is to give salvarsan. I have 
brought down some to show you. Those of you 
who have done clinical work with me lately have 
seen the marvellous effect it has had on two cases 
of syphilitic disease of the skin, but as the present 
patient has cirrhosis of the liver and disease of the 
heart he certainly ought not. to have it, nor should 
you give it to those with kidney disease, nor to 
those who are debilitated from any cause. It must 
never be given subcutaneously. The usual dose 
is 0*4 or 0 6 of a gramme. To prepare it for intra¬ 
muscular injection you dissolve the salvarsan in 10 
c.c. of hot distilled water, by shaking it slowly in 
and stirring all the time, then add 4 per cent, 
sodium hydrate solution ; a precipitate forms which 
dissolves when more sodium solution is added; 
about 6 c.c. in all is used. Then add enough (about 
3 c.c.) 6 per cent, acetic acid to make the solution 
faintly acid, then a drop more of the alkaline 
solution and it is ready for injection. This may 
be done with an ordinary antitoxin syringe deep 
into the muscles of the gluteal region, avoiding the 
sciatic nerve. The injection is often painful and 
often a painful swelling follows. Mr. Thompson 
tells me that this is less painful if the injection is 
made into three separate places. Because of the 
pain produced and because it is doubtful whether 
all the salvarsan is absorbed when given intra¬ 
muscularly it is generally allowed that it is better 
to give it intra-venously, and I now show you an 
apparatus for doing this. (The lecturer here 
demonstrated the use of the apparatus and the 
preparation of the salvarsan.) However given the 
patient should be kept in bed for twenty-four hours 


after injection, for the temperature often rises a 
degree or two in the evening if the injection is 
jgiven in the morning. The strictest asepsis must 
be observed. A second and final dose may be 
given the third day after the first. 

But having given the patient salvarsan for his 
syphilis you ought to put him under a two, three, 
or four years’ course of mercury, and this I think 
is perfectly certain, namely, that it is far better to 
give mercury by inunction or intra-muscularly, for 
then you know it is absorbed. If you prescribe 
pills or mixtures to be taken by the mouth for two 
or three years, many patients after a time cease 
to take their medicine regularly. Even if they do 
take it you do not know if it is absorbed. I know 
a man who has taken mercury most regularly for 
two years, and he gives the Wassermann reaction 
for syphilis at the present time and has syphilitic 
headache. Therefore I say do not give it by the 
mouth, but intra-muscularly or by inunction. If 
you give it by inunction you must make certain that 
your patient and the rubber are dependable. It 
takes twenty minutes to rub into the skin a drachm 
of blue ointment, which is the usual dose, and there 
is a great temptation not to rub it in thoroughly. 
The intra-muscular method is the most satisfactory 
because you give the mercury yourself and you 
know the patient has had it. One grain of mercury 
injection into the gluteal muscles once a week is a 
sufficient dose. This should be done for, say, 
three months, and then the patient should rest for 
some time, and then take it again and rest again, 
and so on for two years at least. I have often told 
you the details of the inunction and intra-muscular 
injection of mercury, so as our time is up I will not 
repeat them now. 

November 2 ~]th, 1911 . 


Hysteria and Kidney Insufficiency. — 

Lepine’s patient was an intelligent man, set. 51 
years, suffering from traumatic hysteria, which finally 
subsided. Study of this case and of the ex¬ 
periences of others seems to indicate that every 
hysteria has a toxic element, and that this can be 
sought on the part of the kidneys. This view 
explains the aggravation of conditions liable when 
there is retention of salt. This patient’s serum 
contained twice the normal proportion of salt, and 
he finally succumbed to uraemia.— Journ. 
vol. lvii, No. 20. 
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SOME AFFECTIONS OF THE 
OPTIC NERVE IN RELATION TO 
MEDICINE AND SURGERY.* 

By D. LEIGHTON DAVIES, M.D., M.S.Lond., 
F.R.C.S.Eng., 

Assistant Ophthalmic Surgeon, Cardiff Infirmary. 


Mr. President, Ladies, and Gentlemen,— 
Affections of the optic nerve are of such immense 
significance in relation to many diseases occurring 
in medicine and surgery, both from the point of 
view of diagnosis and prognosis, as well as treat¬ 
ment, that I thought it might be of some interest if 
we reviewed some of the affections of the body 
which lead to changes in the optic nerve. 

In the time at my disposal it is impossible to 
consider all the systems of the body, abnormal 
conditions of which lead to visible changes in, or 
subjective changes referred to, the optic nerve; I 
will therefore confine my remarks to some of the 
diseases involving the nervous system, and to 
diseases of the nasal accessory sinuses. 

In the first place I would like to remind you of 
some points in the anatomy of the optic nerve 
which have some bearing upon the pathogenesis of 
the conditions we shall be studying. 

The optic nerve is made up of two sets of 
fibres : 

(a) Those forming the axons of the ganglion 
cells situated in the inner layers of the retina. 
These are axons which convey visual sensations, 
and are centripetal. 

(b) Other fibres are present which are centri¬ 
fugal. 

These are less numerous, and have their cells of 
origin probably in the lateral geniculate body. The 
function of these fibres is at present little under¬ 
stood. 

The nerve-trunk itself is surrounded by three 
layers of membrane continuous with the cranial 
membranes, and these pass into the outer part of 
the scleral coats. Between the three layers of 
membrane are enclosed two lymphatic spaces 
(intervaginal lymph-spaces), which are continuous 
behind with the subdural and subarachnoid cavities. 

As the nerve passes through the coats of the eye 

* A paper read before the Cardiff Medical Society. 


it is enclosed in the rigid scleral wall, its passage 
being known as the scleral canal. This fact has 
some bearing upon the pathology of optic neuritis, 
as will be seen later. 

It has another rigid-walled canal to pass through 
in addition, viz. the optic foramen. 

As the nerve passes to the optic foramen it lies 
close to the posterior ethmoidal cells, and whilst in 
the optic foramen it is separated from the sphenoidal 
air-sinus by a thin piece of bone which forms the 
floor of the foramen. 

. Behind the foramen the optic nerve lies to the 
inner side of the cavernous sinus and the internal 
carotid artery, inclining inwards and backwards to 
meet its fellow on the olivary eminence in front of 
the sella turcica. This union of the two nerves is 
known as the chiasma, and amongst its various 
relationships must be mentioned the pituitary body, 
which lies behind, with the optic tracts diverging 
in a backward direction on either side of it. 

I will now pass on to the subject of my paper, 
and in the first place I will take into consideration 
those intra-cranial diseases which affect the optic 
nerve. 

These diseases may roughly be grouped into 
two classes: (i) Inflammatory, and* affecting 
mainly the meninges. (2) Tumours, including in 
this class gummata and abscess. These may 
involve bone, meninges, or brain-tissue. I shall, 
however, discuss mainly tumours of the brain. With 
regard to the first class, optic neuritis does not 
occur with all forms of meningitis. For instance, 
it is usually absent, or at most very slight in 
intensity and late in onset, in meningitis located to 
the vertex, whether of simple character or chronic 
in course. 

Septic meningitis , arising from whatever cause, 
is generally associated with neuritis, provided that 
life is sufficiently prolonged. The septic meningitis 
secondary to disease of the middle ear is an 
instance in point, but on the other hand, other 
intra-cranial complications of middle-ear disease, 
such as thrombosis of the cavernous sinus or 
cerebral abscess, may, apart from aseptic meningitis, 
lead to changes in the optic nerve. 

The most frequently met association, however, 
is optic neuritis in conjunction with tuberculous 
meningitis , and in these cases the optic neuritis 
may prove to be of great importance as an aid to a 
correct diagnosis. Changes in the optic discs 
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occur in probably about two thirds of all cases of 
tuberculous meningitis. If, as rarely occurs, the 
seat of tubercular disease is confined to the vertex, 
there will probably be no ophthalmoscopic changes 
to be seen, and so also in some cases involving the 
posterior part of the base. 

It is always bilateral, though it may begin and 
be more intense on one side, and that side is 
usually the one showing most extensive and 
intensive affections of the meninges. 

In marked contrast to tuberculous meningitis 
are those cases of posterior basic meningitis which 
are but rarely associated with any visible changes 
in the optic nerve. In relation with this fact I may 
also mention that in epidemic cerebro-spinal , 
meningitis, of which posterior basic meningitis may , 
be regarded as a chronic form, there may be 
complete loss of sight, but it is rare to find any j 
changes in the disc. j 

In such' cases the loss of sight has been 
attributed to a toxaemia of the occipital cells. ! 

Syphilitic meningitis , again, may cause optic J 
neuritis, but there is nothing characteristic in it 
beyond the fact that owing to the more chronic 
nature of the affection it is usually more intense 
than that seen in tubercular meningitis. 

With regard to the appearance of the disc in 
these groups of cases, there may be merely a 
slight hyperaemia, and perhaps some blurring of 
the inner and upper margins of the disc. There 
is nearly always an early distension of the veins, 
particularly in tubercular meningitis. 

Later definite swelling and marked striation and 
obfuscation of the edges occurs. Rarely, how¬ 
ever, does the neuritis attain a more intense degree 
than this. 

Haemorrhages are rare, but white spots due to 
exudation of lymph may be seen on the surrounding 
retina, for in any severe case of optic neuritis the 
retina is always more or less involved. 

The sequel of optic neuritis when fully developed 
is atrophy, and this atrophy is in direct proportion 
to the intensity of the preceding neuritis, and is 
accompanied by a corresponding loss of sight ! 
which may indeed pass on to complete blindness. I 

For instance a boy, set. 8 years, I saw recently 
gave the following history: Ten months ago the 
right leg was injured by a stone. Three months 
later he began to have fits, during which he lost \ 
consciousness and went blue ; during the fits there . 


were general movements and opisthotonos. These 
recurred at frequent intervals every day for a 
month and then gradually disappeared. Since 
then the head has been gradually swelling, he has 
got blind, and suffers from headache and morning 
vomiting. He has marked bilateral secondary 
atrophy now and is totally blind, and the cicum- 
ference of the head is 56 mm. (22 in.). 

The evolution of the optic neuritis is extremely 
slow, and it sometimes takes many months for severe 
cases to subside before the signs of atrophy set in. 

(Such is the case of a man recently under I)r. 
H. Vachell at the Infirmary who is suffering from 
syphilitic meningitis. He has double optic neuritis 
which has to my knowledge been present for a 
little over eight months.) When atrophy occurs the 
disc becomes paler and paler and the arteries 
become thinned. The lamina cribrosa becomes,as it 
were, blotted out, and occasionally white streaks of 
organised lymph are to be seen along the vessels. 

The pathology of the condition is probably 
explained as a descending neuritis, the nerve being 
involved in the inflammatory changes of the 
meninges surrounding it. Recently the more 
elusive theory of the direct action of toxins pro¬ 
duced in the inflammatory process affecting the 
meninges has been held by some observers to be 
the causal agent in producing the optic neuritis. 

| Both factors may be right. 

It has been shown in many cases of tubercular 
' meningitis that the distension of- the retinal veins 
I to which I have drawn your attention is related, to 
I an excess of subarachnoid fluid, for when there 
| was no excess of this there was no distension 
| of the intervaginal lymph-spaces and no marked 
distension of veins. 

j I next pass on to the consideration of tumours of 
the brain with reference to optic neuritis. 

This aspect of the subject is of immense import¬ 
ance both from the frequency of the association 
and the value that may be derived from an 
examination of the fundus. 

The ophthalmoscopic appearances are variable, 
and depend on the stage at which the fundus is 
examined. It has been usual to recognise three 
stages in the development of the neuritis. 

The earlier changes are marked by increased 
redness of the disc, with slight blurring of the edges, 
involving first the upper and inner margin, and 
with this there may be slight swelling. 
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As the condition becomes more marked there 
appears an ever-increasing obscuration of the disc 
and the absolute disappearance of the edges, and 
the veins may now become definitely distended. 
Such is spoken of as the second stage. 

As the papillitis goes on the swelling slowly 
increases, so that by the direct examination it is 
impossible to see the surface of the disc clearly 
without the aid of a convex lens. 

In its most typical and advanced stage the swell¬ 
ing is marked, and owing to the projection of the 
swollen papilla outwards on to the retina the disc 
looks larger than normal. Haemorrhages may 
appear on its surface. The veins are turgid and 
tortuous, curling outwards over the swollen margin 
of the disc, and if the edge of the swollen disc is 
steep they appear foreshortened. The arteries are 
on the other hand small, being compressed by the 
swelling of the surrounding tissues. Both sets of 
vessels may here and there be obscured on the 
swollen surface of the disc or surrounding retina by 
the exudation. 

When the condition has advanced to such an 
extent the retina round the disc also becomes 
oedematous, and in the neighbourhood of the | 
macula white striae arranged in radiating lines like j 
a star are not infrequently observed. They occur ; 
in about 15 per cent, of the cases. 

The fully developed condition has been given 
many names, amongst them papillcedema or 
choked disc. 

The neuritis is usually bilateral, but it generally 
begins first and is often more intense in one eye. 

I have already pointed out that the sequel of 
advanced optic neuritis is atrophy, and this atrophy 
is in direct proportion to the intensity of the pre¬ 
ceding neuritis. During the first stage of the 
neuritis, however, the condition may disappear 
entirely, leaving no trace behind or any impair¬ 
ment of function. 

The onset and intensity of the neuritis does not 
appear to bear any definite relationship to the size 
or nature of the tumour; rapidity of growth 
probably does exercise some influence on the time 
-of onset and the intensity of the papillitis, these 
being proportionate to the rate of growth of the 
tumour, but it is not a very constant factor. 

It appears from statistics, however, that in the 
case of tumours of the cortex of the cerebral 
hemispheres the intensity of the neuritis varies 


inversely with its distance from the anterior pole of 
the fniddle fossa. It must be stated, however, that 
a tumour may exist and produce symptoms for 
years before optic neuritis occurs. 

The frequency with which optic neuritis occurs 
in tumours of the brain is on the average about 80 
per cent. In tumours of the cerebellum and 
temporo-sphenoidal lobe it is an almost constant 
feature, whereas it is least frequently found in 
tumours of the subcortical regions of the hemi¬ 
spheres and of the pons. 

The subjective symptoms are pain and distur¬ 
bance of vision. Sight may not be affected in the 
least, or it may be totally abrogated; and there 
appears to be no definite relationship between the 
intensity of the neuritis and visual acuity, for the 
most intense neuritis may be associated with 
perfect vision for a time. Recently I had a case 
of Dr. Mitchell Stevens’s under observation at the 

1 

Infirmary in which there was a moderately intense 
neuritis in the left eye with an early stage of 
neuritis in the other, and yet in both the vision was 
nearly normal, /. e. £. Sight is lost in one eye 
usually earlier than the other, and it may fail 
gradually or rapidly, but never suddenly. 

The maintenance of good visual acuity with an 
extreme amount of papillcedema is a very surprising 
feature of these cases, and may be accounted for 
as follows : 

The inner layer of the retina contains a con¬ 
siderable amount of supporting connective tissue, 
but at the macular region this is gradually reduced 
j until at the fovea centralis it is almost completely 
| absent, the retina here consisting of little else than 
’ the perceptive elements—the cones; hence it 
escapes the oedema which involves the surrounding 
area. 

The pathology of the condition has been the 
subject of much discussion and research, and the 
I question is still far from being settled. 

At one time it was held to be congestive in 
origin and due to pressure on the cavernous sinus. 

| This leads to distension of the central vein of the 
retina, which in turn gave rise to oedema of the 
nerve and papilla and further strangulation of the 
vessels and nerve-fibres at the scleral canal. This, 
however, was denied by many observers, who 
pointed out that the ocular venous blood could 
quite easily drain into the facial vein, and some 
even maintained that this was the normal course. 
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On many other grounds, including experimental, it 
was shown that this explanation could not hold 
good for all cases. 

' Then came the idea that it was a true neuritis, 
and while true for some cases undoubtedly, still it 
has been shown to be erroneous in the large bulk 
of tumours. Still another theory explained it as a 
stasis of the lymph stream in the vaginal lymph- 
spaces leading to an oedema of the disc. 

A still more modern theory attributes it to a 
neuritis which has its origin in a toxaemia, the 
toxins being produced by, or as a result of, the 
presence of the tumour. Many other theories have 
been advanced, but none have been definitely 
proven. 

Experimentally choked disc has been produced 
by (i) the injection of cultures of various organ¬ 
isms into.the optic sheath. 

(2) By increasing the intra-cranial pressure (a) 
by injection of fluids into subdural cavity, and 
(l>) pressure on the dura without 'adding fluid. 
This result has not been produced by all 
observers. 

One fact, however, does stand out prominently: 
There is always an increase of intra-cranial pressure 
in these cases, and that relief of the pressure is 
generally followed by a subsidence of the papill- 
cedema. 

A clinical point of great importance is the 
• relationship, if any, which exists between the 
onset and intensity of the neuritis and the side of 
the brain affected. The evidence on this point is 
conflicting. 

On the one hand there are those who affirm that 
the optic neuritis occurs earliest and is most intense 
on the side on which the tumour is situated. 
Amongst the supporters of this view is no less an 
authority than Sir Victor Horsley. 

On the other hand equally capable observers 
state that there is no relationship between the optic 
neuritis either in its intensity or time of onset and 
the side of the brain affected. This view is main¬ 
tained by Mr. Leslie Paton in an able paper before 
the Ophthalmological Society. 

As usual the truth probably lies between the two 
statements, and it may be accepted that in tumours 
of the anterior half of the brain optic neuritis occurs 
first and is most intense on the side of the tumour, 
whereas in tumours of the posterior half of the 
brain, including the cerebellum, there is no con¬ 


stant relationship in the onset and intensity of 
the optic neuritis to the side on which the tumour 
lies. With reference to this point I saw a well- 
marked case of this recently. A lad, aet. 13 years, 
who was under Dr. Mitchell Stevens’s care at the 
infirmary, had all the diagnostic signs of cerebellar 
tumour, but there were no localising signs ; he had 
bilateral optic neuritis, and when first seen the 
optic neuritis was much more intense on the left 
side, the swelling being about two dioptres greater. 
At the post-mortem the tumour was found to 
involve the right cerebellar lobe. 

At the present time, therefore, it would seem 
wiser not to lay too great stress upon this one 
indication as to the side affected. But where no 
other localising signs are present some weight may 
be attached to the ophthalmoscopic finding. The 
sequel of choked disc is a secondary atrophy, and, 
as I have already indicated, is proportional to the 
intensity of the previous neuritis. This renders the 
prognosis grave so far as vision is concerned, and 
untreated cases of any severity usually end in 
blindness. A primary atrophy may occur in 
cases where the tumour presses upon the chiasma 
or optic nerve, and this is not infrequently seen in 
tumours of the pituitary bodyand so occurs clinically 
in cases of acromegaly. 

I do not intend going fully into the question of 
treatment, but will indicate briefly the methods. 
The ideal treatment of course is to remove the 
cause. This, how’ever, is possible in only a small 
proportion of all cases, and I shall simply go into 
those procedures which have for their object the 
relief of the optic neuritis, and I may say operative 
measures are the only ones which hold out any 
hope of relief except in cases of gummata or 
tubercle. 

(1) Lumbar puncture: This is often followed 
by an amelioration of the neuritis, but the improve¬ 
ment is usually only temporary, and the proceeding 
has to be repeated. There is, furthermore, no 
certainty that lumbar puncture will relieve the 
intra-cranial pressure, for the communication 
between the spinal and cranial lymph-spaces may 
be blocked. Lumber puncture must therefore be 
looked upon rather as a temporary measure. 

(2) Trephining, or, as it has come to be called, a 
decompression operation, is by far the best method 
of dealing with the condition, in that not only is 
it an effectual means of relieving intra-cranial 
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tension, but it also enables the tumour to be 
removed when possible. 

Trephining should always be combined with 
opening of the dura. The most suitable positions, 
as recommended by Sir Victor Horsley, to whose 
researches in this direction we owe so much, are 
(i) over the squamous portion of the temporal 
bone, of which he removes practically the greater 
portion, or (2) the occipital bone below the 
superior curved line and extending down to the 
foramen magnum. 

Von Hippel recommends that in the absence of 
any localising signs the right parietal region should 
be trephined. The operation is best carried out 
in two stages. The total mortality is 22 percent. 

(3) The third proceeding is cerebral puncture; 
it is now seldom performed except in the case of 
hydrocephalus. As regards the best period for 
operation Horsley recom mends that a decompression 
operation should be performed as soon as possible 
after the onset of neuritis, even where there is no 
chance of removing the tumour. By this means 
headache is relieved, sight preserved, and the 
patient's existence rendered more comfortable. 

Undoubtedly I think this is the best course to 
take in all cases of intense or moderately intense 
optic neuritis, even if vision is still normal, for 
if the condition is allowed to remain sight will 
eventually fail, and when once degenerative pro¬ 
cesses have begun operative measures will probably 
be ineffectual as a means of preserving useful 
vision. 

In cases of slight papillitis, with good vision and 
visual fields normal, one might be justified in tem¬ 
porising in the absence of any other clear 
indications for operation. I would like here to 
refer to a paper by Cushing Harvey and Bordley 
with reference to subtemporal decompression in a 
case of chronic nephritis complicated by uraemia. 

The patient had chronic nephritis as well as a 
high degree of neuro-retinitis, and was semi- 
comatose. There was great improvement following 
on the operation. This would seem to suggest 
the view that oedema of the meninges or brain 
substance is the cause of both cerebral and eye 
conditions. I may add that the patient died four 
days later as a result of cerebral apoplexy. 

I will now refer very briefly to affections of the 
spinal cord. There are only two diseases which 
have any very definite relationship to the production 


| of changes in the optic nerve. I refer to tabes and 
disseminated sclerosis. Both, as you see, are. of 
a degenerative type, and both are associated with 
j atrophy of the optic nerve, neuritis practically 
j never occurring. 

In the case of tabes the atrophy occurs as a 
comparatively early event, and in about 10-20 per 
i cent, of ail cases. 

It may proceed or follow the ataxy by varying 
periods. 

It is commonly said that the onset of optic 
atrophy seems to prevent the onset of the ataxy. 
But a considerable number of tabetics do not pass 
j beyond the pre-ataxic stage in any case; and 
1 it is doubtful whether the frequency with which 
! optic nerve atrophy is associated with the pre- 
ataxic stage is any greater than with the post-ataxic 
stage. 

Unfortunately in tabes the atrophy is progressive, 
and usually goes on slowly, but steadily, to com¬ 
plete blindness, though in rare cases indeed arrest 
of the process has been known to occur. 

The pathology of the atrophy is that of the 
lesion in the spinal cords. The cells of the 
ganglion cell-layer of the retina, which correspond to 
the cells of the posterior root ganglion, degenerate, 
and the optic nerve as a result degenerates, and 
this is comparable to the posterior column degenera¬ 
tions. 

This raises an interesting point in the patho- • 
genesis of secondary optic atrophy. When the optic 
nerve has been damaged by an acute retro-bulbar 
neuritis, say in the optic canal, why should there 
be a degeneration of the nerve towards their cells 
of origin that is in a direction contrary to the 
| Wallerian law ? The answer cannot be given with 
certainty. It may be that the blood-supply is 
interfered with by the primary lesion, so impairing 
the nutrition of the ganglion cells, or it may be 
that the cells are so sensitive that they suffer from 
I shock. 

In disseminated sclerosis optic atrophy, slight 
1 or well marked, is even commoner than in tabes. 
The disease is frequently heralded, perhaps years 
beforehand, by a rapidly disappearing retro bulbar 
| neuritis with central colour scotoma. This symptom 
j in a young subject, with perhaps some slight 
| hysterical symptoms is of grave import. 

On the other hand, visual failure and atrophy 
; may be, as in tabes, the first evidence of disease. 
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But it is probable that in all cases, if examined 
early enough, a central colour scotoma could be 
found. Fortunately in this affection the prognosis, 
so far as vision is concerned, is not so unfavourable 
as in tabes, for complete blindness rarely occurs. 

The pathological anatomy shows that the changes 
of the nerve are the same as elsewhere, and consists 
in a demyelinisation of the sheath, so that in the 
early stages the effect is rather defective insulation 
of the axons. One instance is on record where 
the patient had medullated nerve-fibres visible on 
the retina and the medullated sheath gradually 
disappeared under observation. 

I must now refer very briefly to those cases of 
optic neuritis which are secondary to suppurative 
conditions of the accessory nasal sinuses . 

It is only within comparatively recent times that 
sinusitis, as it has been termed, has been recognised 
as an important causal agent in affections of the 
optic nerve. I have already drawn your attention 
to the close relationship which exists between the 
sphenoidal and posterior ethmoidal cells and the 
optic nerve, and it is disease of those cells 
particularly which produces optic neuritis, though 
all the accessory nasal sinuses when diseased have 
been shown to be capable of causing trouble in the 
optic nerve. And it has been stated that a negative 
examination of the nose itself does not exclude 
sinus disease. The condition is usually unilateral, 
and the ophthalmoscope may show any stage of 
neuritis, from mere redness and haziness of the 
disc to great swelling. 

Macular figures such as are seen in cases of 
tumour cerebri are rare. 

The symptoms nearly always begin as a retro¬ 
bulbar neuritis, that is to say there is impairment 
of central visual acuity, with a central scotoma to 
red and green, and with this there may be much 
contraction of the visual field, and all this occurs 
without any definite changes that can be detected 
by the ophthalmoscope. 

Retro-bulbar neuritis may be due to other causes t 
of which nicotine poisoning is perhaps the best 
known; but when due to such general or con¬ 
stitutional causes it is bilateral, whereas in the I 
condition with which we are dealing it is generally 
unilateral—at least to begin with. The central 
colour scotoma of which I have spoken is practically 
an invariable feature in these cases. Not in¬ 
frequently there may be paralysis of one or more 


ocular muscles, and it is stated to occur as often as 
33 per cent, of all cases. 

The pathology of the condition depends on 
septic infection which has its source in the affected 
sinuses. In the case of the sphenoidal sinus an 
inflammatory condition of the sheaths of the optic 
nerve, /. e . the cranial membranes, especially the 
dura, may occur in the optic canal. In more severe 
cases the roof of the sinus may be perforated as a 
result of caries or necrosis, leaving the optic nerve 
in its sheath exposed and in contact with the un 
I healthy mucous membrane lining the sinus. In 
the case of the ethmoidal cells the infection may 
! pass along to the optic nerve by continuity of tissue 
or by the lymphatics coursing with the vessels. 

I More serious conditions may occur, such as 
orbital cellulitis, as a result of the extension of the 
1 septic process, and then there will be a certain 
I amount of exophthalmos. 

1 The sinusitis may lead to cerebral complications, 
1 such as thrombosis of the cavernous sinus and 
1 meningitis. In such case, however, the resulting 
optic neuritis may be due rather to the cranial 
mischief than to direct infection of the nerve. The 
treatment of the condition must be directed to the 
offending sinuses, and at the earliest possible 
moment, for the prognosis depends upon the time 
at which operation is undertaken. If deferred 
until the neuritis is of long standing the visual 
result will probably not be good on account of the 
degenerative processes which ensue. 

Nevertheless it is sometimes astonishing what 
marked improvement takes place m these cases 
after suitable treatment of the offending sinus. 

Xtrvember 2 ’jth, 1911. 


Treatment of Typhus with Iodine. —Uftu- 
geaninoff has tested Jaworowsky’s method of 
treating exanthematic typhus with iodine internally. 
He gave three drops of the tincture three or four 
times daily. Although but fourteen cases were 
treated, it appears that the remedy exerts a certain 
specific activity. That it is actually curative cannot 
as yet be maintained. The specificity of the action 
appears readily from the temperature fall, the 
abortive character of the exanthem, the favourable 
influence on the nervous system and pulse. The 
combined material of Jaworowsky and the author 
amounted to fifty-five cases, without mortality.— 
Med. Rec ., vol. lxxx, No. 20. 
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A CLINICAL DEMONSTRATION.* 

By J. PORTER PARKINSON, M.D. 


I have brought to show you to-day a series of 
cases of nervous diseases in children, and our time 
being limited, I will only make very short com¬ 
ments on each. 

This is a child aet. nearly 5 years, which 
I am showing as an example of CEREBRAL DIPLEGIA. 
He is the only child, and the mother has had no 
miscarriages. The child was born at full term with 
considerable difficulty, instruments having to be 
used. 

When eighteen months old he was unable to sit 
up or crawl, and stiffness of the legs was noticed. 
Now his legs are stiff and the ankles extended, so 
that when supported he walks on his toes. The 
knee-jerks are difficult to elicit, but are exaggerated. 
Babinski’s plantar reflex is extensor in type. The 
arms are affected in a lesser degree, the grip is 
feeble, and the limbs shaky, especially on the left 
side.' Face movements normal. He is dull 
mentally, and has incontinence of urine and faeces. 
Circumference of head 18 inches. There is no 
change in the fundus of the eyes. The child 
suffers from occasional fits. There is no impair¬ 
ment of common or muscular sensations. 

This is apparently a typical case of cerebral 
diplegia due to prolonged labour, causing haemor¬ 
rhages on the vertex of the cerebral cortex in the 
proximity of the great longitudinal fissure, and so 
chiefly affecting the leg centres; but to some 
extent the arms and most frequently the face also. 
The present condition will be one of a widespread 
atrophic sclerosis following on this haemorrhage. 
There is an excess of subarachnoid fluid, and a 
shrinking of the cerebral convolutions which gives 
the “ walnut kernel ” appearance. You notice the 
microcephaly, the head circumference being 18 
inches. There are, of course, changes down the 
pyramidal tract. 

The diagnosis is easy in most cases if attention 
be given to the history; some of the cases with 
much tremor may resemble Friedreich's disease, 
while others with stiff, large leg muscles have been 
mistaken for pseudo-hypertrophic paralysis. 

The prognosis of some cases is bad, but in a case 


like the present one the only dangers lie in the 
convulsions, and in the confined life, which may 
predispose to lung disease. 

Cerebral diplegia may be due to other causes, 
what Gowers terms “ abiotrophy,” viz. a hereditary 
tendency to decay of the large pyramidal cells after 
a period of apparently normal vitality, or to illnesses 
of the mother during pregnancy, etc. 

The next case I show you is one of CEREBRAL 
MONOPLEGIA in a girl, set. 11 years, also congenital. 
The mother has had seven children, all living, no 
miscarriages, and Wassermann's reaction is nega¬ 
tive, so it is unlikely syphilis plays any part in the 
condition. She was a full-term child, the outcome 
I of an easy labour. When the child was a year old, 
having had no illness, the weakness of the left arm 
was first noticed. 

The child is well grown, walks well, and is of 
normal intelligence. The face looks normal, but on 
showing the teeth there seems some slight lessened 
! movement on the left side. There is also nys- 
| tagmus on looking to either side. Fundus of eyes 
normal. 

The knee-jerks are brisk but equal; no ankle 
clonus. Babinski’s plantar reflex is flexor on both 
sides. 

The left arm is held in a position of flexion at 
all the joints and there is some stiffness on moving 
them. All the muscles are rather weak and the 
grip is very slight. Some athetosis has been noticed 
! from time to time. 

| Cases such as this may be divided into three 
! groups according to the time of onset: 

| First the pre-natal cases which are usually due to 
syphilitic thrombosis. 

1 Second, those occurring during birth from 
injury. 

Third, post-natal cases due to encephalitis. 

In the case before you there is no history of any 
difficulty at the birth, and as the symptoms were 
! noted soon after birth it is most probable that it 
belongs to the pre-natal cases. There is no history 
of syphilis and the Wassermann reaction is negative, 
or most probably the cause is a thrombosis occur¬ 
ring during a severe illness the mother suffered 
from in the fifth month of her pregnancy, 
i 

1 

j The next case is one of CONGENITAL SYPHILIS 
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Patient is a girl, aet. 8 years, the third child of 
her mother. The first child was stillborn at the 
sixth month of pregnancy, the second died of con¬ 
vulsions, aet. 3 weeks, but was bom at full term. 
The fourth child has congenital dislocation of the 
hip-joints, otherwise healthy. 

Since the age of three years she has had fits on 
and off. The interval between the fits varied 
greatly, generally about a month or so; but between 
the ages of five and seven years she had no fits at all. 

Before the fit comes on the child is apathetic 
for a day or two and sleeps badly and suffers from 
headache at the root of the nose, and vomits. 
She knows when the fit is coming on and lies 
down, then she makes a gurgling noise and 
becomes unconscious. The fit lasts about ten 
minutes. There is twitching of the right eye. 
moyth, and right side of the body. She passes 
urine, but not feces, and does not bite her tongue. 
She becomes of a grey colour. 

After the fit she is drowsy and unable to speak 
for from five to twelve hours. 

The child has a fairly healthy look, and has none 
of the usual stigmata of congenital syphilis except 
the remains of a syphilitic iritis from which she 
suffered three months ago. The teeth are mostly 
decayed, but the one remaining incisor is not 
Hutchinsonian. No scars on lips, no depressed 
nose. Healthy complexion. She is intelligent and 
not deaf. The pupils are excentric, and the left 
is smaller than the right; they react very sluggishly 
to light. There is a zone of congestion round the 
iris, the remains of the previous iritis. Otherwise 
there is nothing abnormal. 

The fundi of the eyes are natural. 

The Wassermann reaction is strongly positive. 

I am showing you this patient as an example of 
another effect of hereditary syphilis. 

The child has a fairly typical family history, and 
that and the iritis is sufficient to found a diagnosis, 
which is confirmed by the Wassermann test. 

She has probably a lesion in the cortex of the 
brain, due to a free or post-nasal arterial throm¬ 
bosis, which is the cause of the fits. 

The latter are said to be becoming less frequent 
under anti-syphilitic treatment, so it is possible that 
eventually they may cease altogether. 

The next case I am showing you resembles 

GENERAL PARALYSIS OF THE INSANE in a girl. 
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This child is now just nine years old ; she has 
been a healthy child, with no personal history of a 
syphilitic nature, but the family history is signifi¬ 
cant. 

Her mother's first pregnancy terminated in a 
dead infant at the seventh month ; the next preg¬ 
nancy lasted eight months and the living infant 
died when three days old. The third and fourth 
children are living. Patient was the fifth child. 
The sixth pregnancy also miscarried; the seventh 
confinement produced a child who died, aet. 10 
weeks. The eighth produced a child who is now 
alive; the ninth was a miscarriage. So there are 
four children alive out of nine pregnancies. 

Four or five months ago the child began to walk 
badly on the right leg, and occasionally turned 
giddy and faint. From being a good-tempered 
child she became bad-tempered and spiteful if she 
could not get her own way. 

She used to bite and kick people and was 
generally uncontrollable. She used to steal things 
and then give them away ; she did not spend money 
on herself, but if she saw anything she fancied she 
could not rest till she got it, and so she was caught 
stealing other children's possessions at school. 

Physically you see the child is fat and of a good 
colour. Her speech, like her mental processes, is 
slow and indistinct. Pupils dilated and react to light 
and accommodation, the left being larger than the 
right. Teeth not Hutchinsonian. The move¬ 
ments of the limbs seem good when in bed, but 
she is very unsteady when up, especially the right 
side. Gait is uncertain. She is very unsteady on 
standing with closed eyes. Grip is good on the 
left side but weak on the right. Knee-jerks active 
on the right side, weak on left. Plantar reflexes 
extensor on both sides ; no ankle clonus. No 
tremors. She walks stiffly, scraping the right toe 
on the ground. Handwriting fairly good for a 
child of her age : she joins her letters and omits 
none. No definite tremor of face or hands. She 
is very dull mentally; she will sit for hours in bed 
playing aimlessly, but in the hospital has shown 
no vicious tendencies, and is clean in her habits. 
The temperature, pulse and respiration are normal, 
and there is no sign of disease in the chest or 
abdomen. 

The Wassermann reaction was positive in the 
blood, but negative on two occasions in the 
cerebro-spinal fluid. Dr. Woodford’s careful 
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report on the latter runs as follows : “ Fluid clear, , 
no coagulum. Albumen present, *07 per cent, j 
Aufrecht. Globulin increased (Nogachi). Glu- j 
cose decreased *125 per cent. Microscopically I 
lymphocytes only, 40 per c.mm. No other cells I 
and no organisms seen. Choline absent, choles- j 
terin absent. Cultures sterile.” In hospital from | 
July 3rd to August 10th. The child was treated j 
with daily mercurial inunctions, and generally 
improved, gaining 10 lb. in weight. 

Is this a case merely of syphilitic dementia or a f 
genuine one of general paralysis ? Iam inclined 
to think the former view the correct one. The J 
patient is undoubtedly a congenital syphilitic, but 
the Wassermann reaction in the cerebro-spinal 
fluid is negative, which is rarely the case in true 
general paralysis. Again, the absence of the 
following symptoms—want of reaction of the 
pupil to light, tremor of lips and tongue, etc., is 
rarely absent. The extensor plantar reflex is also 
rarely present in general paralysis. It seems to 
me likely that a chronic meningo-encephalitis of 
syphilitic origin can account for most of the bodily 
and mental changes. 

If that be so the prognosis is more hopeful if 
thorough treatment be employed. I intend to 
have the blood again tested to see if the Wasser¬ 
mann reaction is still positive. 

This is a child, set. 10 months, whom I am 
showing you as an example of recovery from 
POST-BASIC MENINGITIS, recovery being as far as ! 
we can see at present complete, no hydrocephalus 
or mental change as far as can be seen in so young 
a child being left behind. 

The infant,’ who had a healthy family and personal 
history, was brought.to the Hospital on June 27th ; | 
he had had diarrhoea and vomiting a week previously 
but had been constipated for some days. He was 
semiconscious, with marked rigidity of the arms and 
legs and a well-marked squint. There was no 
head-retraction. The temperature was io 2'6°F. j 
The knee-jerks were present and Koenig’s sign was 
found on both sides. 

The fundi of the eyes were normal, and as far 
as could be ascertained the sight was not lost. 

There was occasional vomiting. 

Lumbar puncture showed the cerebro-spinal 
fluid to be under pressure ; it was clear, with a thick 
white deposit consisting of polymorphonuclear 
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cells, many of which contain diplococci which gave 
by cultivation the reactions of the Diplococcus 
intra-eellularis . 

The child remained semiconscious, except that 
after such lumbar puncture consciousness returned 
for a time; the temperature varied daily between 
normal and io 3°F. till the middle of July, when 
it gradually sunk to, and remained at, normal. The 
vomiting ceased and the child became conscious 
and the rigidity ceased. 

Lumbar puncture was repeated on July 4th, 
17th, 23rd and 30th, about three or four drachms 
being removed on each occasion. 

On July 30th the examination of the fluid 
showed there was still a large amount of albumen 
and an increase in the reducing substance. There 
were very few cells, and none of these were poly¬ 
nuclear ; there were several mononuclear cells # and 
a number of small granules. No organisms seen, 
and the cultures were sterile. 

Complete recovery has been retarded by a severe 
gastro-enteritis, but the nervous symptoms have 
completely disappeared, and, as previously stated, 
there seems to be no permanent brain damage. 

This child is affected with what is termed 
IDIOGLOSSIA ; that is a condition in which a child 
substitutes one consonant for another, which 
he finds somewhat difficult to pronounce. The 
result is that he seems to speak a different 
language. 

As a rule after a time the child learns to speak 
properly, an end which may be greatly facilitated 
by skilled assistance. 

This is an attempt to say “ Little Jack Horner 75 : 

11 Uta Jack Awta 
Sit tin ter tawter 
Eatin’ tis timber pie, 

He powt in tis turn 

And pult owt his pum 

An’ ted * W’at a tgood boy am I.’ ” 

LEAD TREMOR. —This patient came to the hos¬ 
pital owing to a tremor in his hands and arms, which 
prevents him from using his paint brush. His age is 
55 years, and he has been a house-painter for thirty 
years. He had colic six years ago. He complains 
of weakness in his arms, but his grip is good and 
there is no wrist-drop. There is a continuous fine, 
regular tremor of both hands and forearms, which 
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becomes more pronounced on movement. His gait 
is normal, and there is no tremor in the lower limbs. 
Reflexes normal. He has a trace of albumen 
in urine of low specific gravity; the arteries are 
thickened, the blood-pressure 150 mm. The heart 
is hypertrophied and the aortic second sound accen¬ 
tuated. There is some emphysema of the lungs. 
He has a marked lead line on the gums. I am 
showing him on account of the persistent tremor 
of the arms, which is a rather unusual symptom of 
lead poisoning. You see it is very like the tremor 
of paralysis agitans, but is wider in range and 
increased by movement. It is also present in 
both upper limbs, while the lower limbs escape 
altogether. In paralysis agitans it commences 
by affecting the arm and leg on the same side 
of the body before it attacks the limbs on the 
opposite side. The diagnosis from paralysis agitans 
is also assisted by the absence of the classic 
features of that disease, viz. rigidity, weakness, the 
festinating gait and speech, etc. 

In some cases of lead tremor the lips and tongue 
are involved, and it then much resembles mercurial 
tremor; it may, however, be distinguished by the 
presence of the lead line on the gums and absence 
of mercurial stomatitis, and of a likelihood of 
mercurial absorption in the occupation of the 
patient: 

Case of BACILLURIA.. —This chart which I now 
show you is that of a patient whom I have not 
brought here, as she is quite well, and there is 
nothing to notice now. 

She was admitted to the Queen's Hospital for 
Children with fever. Temperature io 3’6° F. and 
rhonchi all over the chest, and on account of the 
high temperature she was at first thought to be 
suffering from broncho-pneumonia. Though no 
patches of consolidation could be recognised, this 
is not very uncommon when the patches are small 
in area and not superficially situated. It was 
noted, however, that the urine was cloudy ; on 
microscoping it a few pus-cells were seen and 
many micro-organisms, which, on cultivating, were 
recognised as the Bacillus coli communis . 

On treatment being directed to the urine the 
tempeittture fell, and the urine became sterile. 

I am relating this case because it is a good 
example of one of the ways in which a bacillary 
infection of the urine shows itself. Such cases 


| have been, as a rule, unrecognised up to the last 
few years, and even now are not matters of common 
j knowledge. But they are by no means rare. 

Even if untreated they tend often spontaneously to 
j clear up, but may relapse after a longer or shorter 
interval. 

| Last summer 1 saw a child with a doctor a little 
way out of London. She had had a temperature of 
between 103° and 104° F. for three days, and on 
examination of the chest, throat, abdomen, etc., 
j there was no obvious cause to be detected. She 
was, however, slightly tender over the region of 
the right kidney, though it could not be felt. I 
| suggested to the doctor that the urine should be 
! bacteriologically examined, but as the fever abated 
two days later this was not done. However, a 
| week later the fever returned, and then bacterio¬ 
logical examination of the urine showed it to be 
crowded with Bacillus coli communis . Treatment 
I was successful, and the urine was rendered sterile. 

Another child I saw was supposed to be suffer¬ 
ing from repeated attacks of influenza, and another 
I from relapsing appendicitis, owing, in the latter 
I case, to the attacks of fever being accompanied by 
| vomiting and abdominal pain. In this case the 
, enlarged right kidney could be felt, and was 
I tender. 

A child I recently had under my care in hospital 
' was suffering from pleural effusion, but the tempera- 
! ture continued to go up to ioo° F. or so daily after 
I the signs in the chest had cleared up. This was 
found to be due to innumerable Bacillus coli 
comtnunis in the urine ; after this was attended to 
I the temperature fell, and the child was obviously 
better. 

In fact, if you keep this condition of the urinary 
tract in mind, it will often explain cases of fever 
| which otherwise are mysterious. 

i November 27 th, 1911. 

I ’ * 

Operative versus Conservative Treatment 
of Bone Tuberculosis.— Huntington is con 
vinced that the medullary structure, at or near a 
1 joint, can, with perfect impunity, be removed in its 
| entirety, this tobe followed by complete repair of 
the resultant bone defect. With added experience 
I and with deepened conviction, he feels warranted 
in applying this statement to tuberculous disease in 
other localities than the head of the femur, toward 
which his efforts were originally directed. —Journ, 
A.M'A ., vol. lvii, No. 20. 
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Treatment of Hay-Fever. —The constitu¬ 
tional basis of the complaint should be kept in 
mind. Local treatment may only be of an 
alleviative character. During an attack any active 
local interference would but add to the irritability 
of the condition. Some relief may be obtained by 
inhaling steam medicated with benzoin, chloroform, 
camphor, or menthol, or from dry inhalations of 
menthol, eucalyptus, or sanitas oil. The routine 
prescription of cocaine in sprays, except in very j 
small doses, and only for use in occasional attacks, ( 
should be avoided. The drug is apt to lose its | 
effect, the relief is temporary, the secondary vaso- I 
motor paresis tends to become chronic, and the | 
patient is exposed to the risk of contracting the ' 
cocaine habit. Cocaine is the chief ingredient of 
many secret remedies. The same objections apply 
to the administration of opium or morphia. 
During an attack, as the sneezing is very ex¬ 
hausting, the patient should rest, preferably in a f 
darkened room. Relief to the general feeling of 
malaise may be secured by the administration 
of the bromides, or of phenacetin, antipyrin, 
pyramidon, or some similar drug in strong 
black coffee. If the attack is of an asthmatic 
type, some of the various anti-asthmatic papers or 
cigarettes may give relief. The local use of supra¬ 
renal extract cannot be recommended. The tem¬ 
porary ischaemia is followed by increased irritation, 
discharge, and obstruction. Pollantin is the name 
given by Dunbar to an antitoxin obtained by 
animal inoculations with a toxin extracted from 
certain grasses and cereals. This serum is used 
locally in the nose. In some cases it only pro¬ 
duces violent paroxysms of sneezing; in others it j 
is useless ; while some practitioners record cures 
in 6o per cent, of cases, and relief in 30 per cent. 

It is advised to start treatment with liquid pollantin 
before the attacks begin, and to persevere with it 
in small doses. In the intervals, or before the 
usual period for the onset of hay-fever, if sensitive 
spots are discovered in the nose they should be 
cauterised with trichloracetic acid. The galvano- 
cautery has not only been applied to these spots, 
but has been greatly abused by recklessly destroying 
areas of healthy tissue. Still, if used cautiously, it 
will often secure relief with very little damage to 
the mucous membrane, and, in such a depressing 
and persistent affection, alleviation at that cost is no 
to be neglected. Applications to the boggy area 


over the tubercle of the septum may be made on each 
side at intervals of a week; this may be followed up- 

j by cauterising tlie lower anterior border of each 
inferior turbinal. The points to remember are 
that the benefit is not proportionate to the amount 
of tissue destroyed, and that the important func¬ 
tions of the inferior turbinals shpuld always be 
respected. It is well to remember that the cautery 
may produce its effect (1) by inhibitory action, 

(2) by destruction of hyperaesthetic areas, or 

(3) simply by suggestion. A short course each 
spring may mitigate the severity of the summer 
catarrh. The irritation and burning of the eyes 
may be relieved by lotions of boric acid or sulphate 
of zinc, and the wearing of smoked glasses, 
Cotton-wool, medicated with formalin or menthol, 
sometimes gives relief when loosely tucked into 
the nostrils. If there are asthmatic symptoms, 
iodide of potassium or arsenic should be given. 
The maxillary sinus has been regarded as an 
setiological factor, and good results are claimed by 
Schadle from cleansing this cavity and washing it 
out with 25 per cent, nitrate of silver solution. 
Surgical interference may be called for if there 
are diseases or deformities which justify treatment 
on other grounds than that of hay-fever. The 
latter may be benefited by the removal of nasal 
obstruction, but it is rare for an inveterate well- 
marked case of hay-fever to be cured by intra-nasal 
operation. In very aggravated cases Lack recom- 

I mends the removal of both middle turbinals, and 
even of all four turbinals. General treatment, based 
on a careful examination of the patient’s type and 
constitution, is called for in all cases. Anaemia, 

I constipation, errors of diet, overwork, idleness, 
uncorrected errors of refraction, want of air and 
exercise may require consideration. Relief may be 
obtained in some cases by giving half a minim of 
liquor atropinae with three or five drops of liquor 
strychninae. This is repeated in two hours if 
required, or according to symptoms, until the 
physiological effects are produced. Atropine and 
nux vomica can b$ given in a pill morning and 
evening, and the action of the atropine watched. 
Valerian, valyl, arsenic, iodide of potassium, 
bromides, salicylates, phosphide or valerianate of 
zinc, the various phosphates and glycero-phos- 
phates are among the drugs which may be 
prescribed. One drop of carbolic acid in an ounce 
of decoct, cinchon. flav. has been recommended. 
Rest-cures, hydrotherapy, or electric treatment 
should be tried. 

The above is taken from an interesting and 
instructive book on ‘Diseases of the Nose am* 
Throat,’ by Dr. StClair Thomson, published 
by Messrs. Cassell & Co., Ltd. The work is 
based on the author’s personal experience, and is 
profusely ^illustrated. 
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PRACTICAL POINTS IN RECTAL 
SURGERY. 

Delivered at St. Mark’s Hospital. 
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F.R.C.S., 

Surgeon to the Hospital and to Charing 
Cross Hospital. 


j Gentlemen, —I think that probably the main 
j points of most ordinary rectal diseases will be 
1 already fairly familiar to you, and although repeti- 
i tion is an excellent way to learn things, it is apt to 
become a little monotonous. So I thought that if 
1 I could show the relation of certain practical 
! points with regard to certain symptoms, it would 
j possibly help in making some diagnoses easier in 
future. 

In general practice, of course, the main things 
one goes upon are the symptoms of which the 
! patient complains, and this applies to every sort of 
practice, not only to general practice, but to 
surgery in all its branches. But it is more particu- 
I larly so in general practice. In rectal complaints 
the symptoms are sometimes vague, and informing 
i a diagnosis it is necessary to have as accurate a 
knowledge as possible of the troubles which are 
j indicated by certain definite symptoms, such as 
those of which we shall speak presently. When 
) one has achieved this knowledge, viz. that certain 
signs point to a certain diagnosis, it goes a great 
i way towards ultimately knowing the proper treat¬ 
ment of the case. Of course one must not rely upon 
I the symptoms alone when deciding the treatment. 
In this way danger lies. In this particular region 
of the body one cannot act fairly to one’s self or to 
one’s patient without making a proper examination, 
and this may be said to apply to every case as far 
as anything connected with the rectum, anus or 
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lower bowel is concerned. It is because of this | 
very detail, which is so frequently either forgotten j 
or neglected, that so many mistakes are made, and j 
often calamities occur. I cannot emphasise too j 
much the necessity for making a proper examina- * 
tion of the part before making up one's mind what | 
is the matter. 

With regard to symptoms, the main symptoms 
which people complain of are pain, haemorrhage 
and discharge. You might take those as the three 
cardinal points in all conditions of ordinary rectal 
troubles. Pain is far more frequently complained 
of than are the other two. Pain may be acute, 
and from that there may be gradations down to 
more or less discomfort only—chronic incon¬ 
venience. According to the character of the pain 
one forms one's ideas before coming to the rectal 
examination; and that opinion is confirmed or 
otherwise by examination, for it is only by examina¬ 
tion that one can arrive at a diagnosis. One is 
largely guided by the character of the pain, whether 
it is acute, subacute, or merely discomfort. If | 
the patient suffers from very acute pain, the possi¬ 
bilities are that it is one of two things : either it is 
fissure or it is acute abscess; both of these cause 
acute pain. You know the ordinary symptoms ; 
of fissure, which is due to the tearing down of j 
one of the crypts of Morgagni, leaving an ulcer 
behind. Owing to the intermittent stretching of | 
the sphincters this ulcer, with its inflamed nerve 
ends, becomes extraordinarily painful, and may 
continue so for the best part of a day. In acute j 
abscess, where the pain is due to tension, you 
may compare the pain to that of a whitlow in I 
which there are two or three drops of pus. 
The pain here is agonising until the tension is I 
relieved. In the one case, the fissure, it is the 
nerve-ends which are irritated, and in the case 
of the abscess the pain is due to tension. It is not 
often there is such very acute pain from an abscess 
in this region, because as a rule there is some 
leakage from the abscess which for the moment j 
relieves the tension, and so the pain becomes j 
subacute. The subacute group embraces most | 
abscesses in connection with the rectum, as well 
as other things which I shall mention later. The 
differentiation of acute abscess from fissure is fairly 
obvious. There is the fissure which you can see, 
and there is the definite history. The history of 
an acute abscess is not so definite, and unless you 


are familiar with the feel of an ordinary rectum 
you may miss even an acute abscess. I have seen 
a large double ischio rectal abscess missed because 
it happened to be bilateral, and there was no 
differentiation possible between the two sides. 
The abscess which gives rise to more alternating 
pain than any other is the one which is called sub¬ 
mucous. This abscess will probably discharge 
through a small hole, and the tension will be 
relieved as soon as this happens, the only pain left 
being a kind of dull ache, and the cavity will 
become filled up again, but the tension may not be 
sufficient to enable the pus to force its way out. 
The patient suffers increasingly until the tension is 
such that the pus does force its way through, 
having overcome the resistance. This goes on 
for some time, and between whiles the abscess 
may track away in other directions. If the bowel 
is examined before the tension is relieved it may 
be possible to detect something wrong. When the 
abscess has existed for two or three weeks the 
edges of the abscess cavity are felt to be definitely 
hard under the mucous membrane. 

The pain in ulceration is a constant dull aching 
pain, with subacute exacerbations. There may be 
some pocket of pus which creates tension and pain 
may become intensely acute for a short time, and 
then gradually disappear as the tension is over¬ 
come and matters settle down again to their normal 
state. Ulceration is not syphilitic : at all events 
I have never seen a case of syphilitic ulceration of 
the rectum—it is always infective. It spreads by 
submucous infiltration. In the ordinary case the 
infection starts from a crypt of Morgagni and 
gradually burrows, and as a consequence there may 
be an abscess. There will be inflammatory thicken¬ 
ing of the submucous tissue, and a very definite 
thickening of the mucous membrane over it. There 
will also be a little area of ulceration at the original 
lesion. Possibly there may be none, or if present 
it may easily be missed. This submucous infiltra¬ 
tion goes on until it fills up the submucous space, 
in which the blood-vessels come forward to the 
mucous membrane, and these being destroyed the 
mucous membrane gradually ulcerates away. This 
may go on all round the bowel. The limitation 
of the ulceration can be felt quite well, but beyond 
this it will be found that the mucous membrane is 
bulged out. You may rightly assume that this 
bulging is going to ulcerate, for beyond this point 
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of ulceration the mucous membrane is congested ; j 
this you will notice particularly if you look with the | 
sigmoidoscope. It will gradually fade off into the 
normal as one gets further from the point of ulcera¬ 
tion. It is this progressive submucous infiltration 
which causes the dragging pain which is associated 
with discharge in these cases. And often there is 
outside considerable oedema of the peri-anal 
tissues. If you look at a case of well-marked 
ulceration of the rectum you will probably find 
what may be described as an external large pile. 

It is not a pile, but it is this oedematous sub¬ 
cuticular infiltration of the peri-anal tissues, which 
are filled with an inflammatory mass. You will 
find an ulcer behind these tissues. This is typical 
of certain forms of ulcerative proctitis. I 

Of course there is a certain amount of pain I 
associated with carcinoma in this region, but it is 
a subacute pain ; it is rarely acute. I cannot 
remember having seen a case of carcinoma in 
which the pain could be called really acute. 
Indeed, one often wishes there were more pain in 
the. early stages of carcinoma so that it would 
rouse the patients to have advice earlier, at the 
stage at which operation would be more beneficial 
to them. 

We now come to consider the conditions of the 
rectum which are associated with chronic pain. 
Chronic rectal pain is associated with a large 
number of rectal disorders. Probably most chronic 
rectal pain is associated with haemorrhoids and 
prolapse. There may be chronic pain with simple 
growths such as polypus or adenomata. And then 
there is a mixture of chronic, dull, aching pain 
with sometimes acute exacerbations of what is 
termed obscure rectal pain or neuralgia of the 
rectum. This kind of chronic pain is asso¬ 
ciated with lesions of Morgagni's crypts. An 
important thing in connection with haemorrhoids 
and prolapse is the occurrence of marked mental 
depression : it is frequently present in this form 
of rectal trouble. If you notice these people 
before and after operation you cannot help being 
struck with their remarkably buoyant spirit and 
improved outlook upon life generally after the 
operation compared to what it was before. Ex¬ 
perience enables one to say with confidence: 

“ Very well; you will be much better and more 
hopeful when you are rid of these things." I do 
not think enough has been made of this mental 
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depression in books and lectures on the subject, 
but it is a feature which has struck me for many 
years. With regard to the lesions of the crypts of 
Morgagni, in the earlier days I was laughed at for 
saying that such minute lesions as these, which 
cannot be made out except under an anaesthetic, are 
enough to spoil a man's life; but it is no longer 
thought to be a fairy tale. I want particularly to 
draw your attention to this. You know that all 
these common rectal ailments have their starting- 
point from the ano-proctodaeal line, where the proc- 
todaeum joins the line of the gut. Here there may 
be a submucous pocket which goes up from half an 
inch to one and a half inches, and I have seen it 
extend almost to three inches. Another will track 
down. Unless you are experienced and have the 
patient in the lithotomy position and have a good 
look, you will not be able to find one of these sub¬ 
mucous tracks. Four or five years ago I published 
two most illuminating cases of this class of pain. 
One of them was that of a young man who, when 
I saw him, was about thirty years of age : I knew 
that at times he had most extraordinary attacks of 
rectal pain which absolutely laid him by, and at 
these times if he was at work he had to go home. 
It might come on when he was asleep, or after his 
bowels had acted. There seemed to be no ascer¬ 
tainable cause for it, and it had gone on ever since 
he was seventeen years of age. One doctor said 
he had haemorrhoids, and they were removed. 
But he still had the pain. Another doctor he saw 
told him he had coxalgia—a condition I do not 
believe in—and he removed the coccyx. But still 
the pain persisted. At last he came to me, but I 
did not care to interfere with the case under the 
circumstances. But he said his life was being 
rendered a perfect misery. His father told me he had 
had the two operations, and that he had been sent 
on a voyage round the world, but without much 
benefit. I examined him and said the only sug¬ 
gestion I could make was, in view of the character 
of the pain, to put him under an anaesthetic, and if the 
cause was what I supposed it to be I would operate, 
but that he must have an anaesthetic before I could 
say whether my surmise was correct, and when I 
had him under the anaesthetic it would be as well 
for me to go on and do what was necessary. This 
was agreed to, and to make a long story short he 
became perfectly well, putting on one and a half 
stones in weight, and life has presented a different 
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picture since. This pain usually occurs in young 
people, and I may say that it is not infrequent in 
young women of sixteen to nineteen or twenty years 
of age. It is a pain which is probably put down 
to neuralgia, hysteria, or some obscure condition. 
But it is too acute for it to be caused by an obscure 
condition. Even if it is called neuralgia there is 
some definite cause for it, and it can be cured. 

Now with regard to haemorrhage. Haemorrhage 
is usually associated with haemorrhoids, and in con¬ 
nection with this it is extraordinary how much 
hemorrhage a man and woman will endure and 
not bother about it. We have seen them here 
when they have become profoundly anemic, the 
anemia having been entirely due to daily small 
losses of blood. In cases of absolutely extreme 
anemia, if you can find no other cause it is well to 
inquire whether these people lose blood when the 
bowels act. I say that because in various instances 
which I could mention, although the patients have 
been under treatment for some years, their anaemia 
has been due to the fact that they have lost daily 
a small amount of blood, the net result of which is 
to put them at a very low ebb. When these 
people have been operated upon and their 
haemorrhoidal condition is removed, they become 
as well as possible. One does not mean by that, 
of course, that every case of anaemia is due to 
haemorrhoids, but I am telling you of some of the 
odd cases which have occurred in my own 
experience in connection with haemorrhoids. 
Acute haemorrhage, whether in a man or a woman, 
where the patient has been previously healthy, and 
then suddenly loses a large amount of blood, per¬ 
haps three-quarters of a pint, is due to one of two 
things as a rule : either to a villous growth, or it is 
a haemorrhage due to ulceration of the blood¬ 
vessels in a new growth. But in either case the 
haemorrhage must be regarded as of the greatest 
gravity, and you must not be content with per¬ 
functory treatment. A thorough and proper 
examination must be made as soon as possible, 
when the haemorrhage has been sufficiently checked 
to enable this to be done. There is another class 
of haemorrhage which comes on in some people. 
They see blood occasionally in their motions, and 
after it has gone on for some time you examine 
them and find it is not due to piles, or to any 
ulceration as far as you can detect, or to polypus 
or any of these known causes of haemorrhage. In 


such cases the probabilities are that it is due to 
some form of colitis with ulceration high up, beyond 
ordinary reach. You should have the patient pre¬ 
pared for a sigmoidoscopic examination, that is 
to say, the bowel must be thoroughly emptied, so 
that when the instrument is passed the view will 
not be obscured. Even with the aid of this 
instrument you may not be able to find any lesion 
which would be likely to cause the haemorrhage. 
If such is the case the proper thing to do is to 
have a chemical and bacteriological analysis made 
of the intestinal contents. This will tell you a 
great deal, and it will tell you whether there is 
much or little blood in the material which is passed, 
and whether there are or are not malignant ele¬ 
ments in it. Whether it is malignant or not is what 
your patient will be very anxious to know, and if 
you can settle it for him it is a great point. If it 
is not malignant, you may find the patient has 
colitis, and he probably has had it for some years. 
If it does not worry him much you can do a good 
deal by dieting him, because he may have lived very 
unphysiologically; by giving him intestinal anti¬ 
septics such as glycothymoline and Metchnikoff 
sour milk you will find he will rapidly get better 
and lose most of his symptoms. Also, in all these 
cases particular attention should be paid to the teeth 
and gums, as pyorrhoea alveolaris is a common cause 
of ulcerative colitis. It is no good to treat bleeding 
by means of suppositories of hazeline or injections 
of witch hazel and water when the lesion may be 
in the splenic or hepatic flexure. I am not 
talking now of well-marked obvious cases of 
colitis, for in that there is a definite discharge of 
blood and mucus, and when you examine the 
bowel with the sigmoidoscope there is a definite 
appearance of inflamed mucous membrane and 
ulcerated patches, and there is no question about 
the diagnosis at all. 

The other feature I want to discuss with you 
to-day is that of discomfort. The ordinary dis¬ 
comfort which I am thinking of more than 
anything else is produced by pruritus. Some of 
you know what my ideas are about the cause of 
pruritus. I do not mean pruritus due to some 
eczema around the anus caused by over-eating or 
drinking, or taking something which does not 
agree with the intestines ; but I mean the typical 
long-standing pruritus which may last for ten or 
fifteen or twenty years. With such cases you have 
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associated all sorts of mental troubles and ,distress ; 
the man cannot sleep, his digestion fails him, his 
temper becomes bad, there is trouble inside and 
outside the house. It is an ill story, but it starts 
from a very simple thing. To cure a case of 
pruritus earns a patient’s gratitude as much as 
curing haemorrhoids, for their nerves are very much 
out of order. You must not encourage a person 
who has had this for a number of years to think 
he can get rid of it as quickly as a patient recovers 
who has had haemorrhoids removed. After the 
immediate cause of the trouble has been got rid of 
you should start to build the patient up and get 
him back to the ordinary nerve standard. Perhaps 
after a patient has been operated upon for 
pruritus ani, three weeks or a month or several 
weeks afterwards you will be written to to say that 
the old trouble is back again. That is, of course, 
very unsatisfactory for the patient, and very dis¬ 
heartening for the surgeon. But there is really no 
cause to be disheartened, because you will find the 
recurrence of the former symptoms is due to some 
tiny lesion which has occurred or which has 
broken out and did not heal well at the time of 
the operation. You know the sort of rugged folds 
of skin there are all round the anus when there is 
chronic pruritus, and when you separate these folds 
of skin you will find between them some rawness 
or ulceration or abrasion, and the skin of the 
perinaeum is in a state of inflammation, dry, or 
more commonly moist. For relief by operation there 
is Sir C. Ball’s operation, by which he dissects 
inwards the skin on both sides and divides all the 
nerves which go to the part, and the skin is then 
sewn back. I believe it produces excellent 
results. Krause, of New York, has an operation 
which is very much on the same lines. He makes 
incisions which radiate out, taking flaps of skin out¬ 
wards, and he then sews them up again. He has 
gone half way between Sir Charles Ball and my 
own operation. I take away all the tissue right up 
to the proctodaeal margin where this lesion is. I 
take away all this disorganised skin, and everything 
up to the healthy tissue above the ano-proctodaeal 
line, and bring healthy mucous membrane down to 
healthy skin. Then there is healthy mucous 
membrane and Healthy skin, and no intervening 
area which has an ulcer or pocket which produces 
these symptoms. But where these cases have a 
large area of skin involved I am rather afraid of 


I taking all the affected skin away, because I do not 
j want to get stenosis or anything of that sort, 

| and for that reason I am perhaps liberal in what I 
j leave. I propose to go on erring on the side of 
i leaving too much in cases of doubt. When too 
j little is taken away what may happen is that a 
| crack occurs between two folds of skin, which did 
j not heal well at the time of the original operation, 

' or it was not noticed when the patient went away, 

^ or it has occurred afterwards owing to some con- 
' stipation or something of that sort. I had a most 
1 interesting example of it this year in a lady who 
* came to me with a very marked condition. She 
j had an extraordinarily large hypertrophied fold of 
I skin round the anus, and in that case I left a 
1 certain amount, and her relief was most satisfactory. 

| She put on one and a quarter stones, and she wrote 
1 me a grateful letter about it. Later she wrote 
' saying all the symptoms had returned. I asked her 
to come up and let me see her, which she did, and 
! I found there was a little lesion such as I have 
described. I anaesthetised the area around it with 
eucaine and touched the actual lesion with the 
cautery, and it healed in a few days, and she went 
j back quite well, and has remained so. People 
vary in the amount of secretion from their mucous 
membranes, and those who have an excessive 
l secretion of mucus with pruritus are extremely 
difficult to cure no matter what is done, as the 
continuous secretion keeps up the irritation. In 
| these cases an exposure of the anal skin to X rays 
for eight or ten minutes at a time twice a week 
for three weeks after the operation will cure them. 
These are difficult cases which are quoted as 
failures. I have had two or three of these cases, 
and they have done perfectly well in the end. 

! I thought these points might be of interest to 
1 you rather than a set lecture on text-book details 
j about some particular form of rectal disease. 

i December tfh, 1911. 

i _ ___ _ _____ 

I Iodine in Exanthematous Typhus. — 

1 Uftugeaninoff reports fourteen cases, which, added 
j to Jawarowsky’s forty-one, brings to fifty-five the 
I number of exanthematous typhus patients treated 
J with tincture of iodine internally, three or four drops 
1 three or four times a day, taken in red wine. The 
I disease was unmistakably modified by the medica¬ 
tion, and evidently much for the better in the 
entire group, he says.—- Jourti. A.ALA ., vol. lvii, 

! No. 2t. 
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THE TREATMENT OF MIDDLE- 
EAR DISEASE BY HOT 
MEDICATED AIR.* 

By ANDREW WYLIE, M.D., 

Surgeon Central London Throat and Ear Hospital. 


Gentlemen, —The treatment of middle-ear disease 
is not a fascinating subject, it tries the ability, 
patience and temper of most medical practitioners. 
Every day, in the course of a busy practice, cases 
of middle-ear disease present themselves, and the 
medical man is faced with the problem (i) what to 
do for such cases ? and (2) what to say to the poor 
sufferers? The treatment of 4 middle-ear disease 
with symptoms of deafness and often tinnitus has 
never been, and is not as yet, successful. Very 
little advance has been made by otologists as 
regards the relief of this condition during the past 
quarter of a century : I therefore wish to mention 
for your consideration its treatment by means 
of hot-air medication, which, although far from 
being actually curative, has, in numberless cases, 
relieved the deafness and tinnitus. The second 
point is “ What is to be said to the patient ?" for 
should a bad prognosis be given or even a hint 
that treatment is unavailable, then assuredly, how¬ 
ever great the influence of the doctor over his 
patient, the latter will either secretly or openly 
consult one of the ever-increasing army of aural 
quacks. In addition, if the patient be given, 
either by look or word, a depressing prognosis, his 
hopes will die, his spirits sink, and consequently 
the deafness will become worse than ever. 

Deaf people are a study in human nature. They 
are quite different from patients suffering from 
defective sight, for these accept their affliction in 
a philosophic spirit. The deaf never forget their 
deafness and become depressed, suspicious and 
somewhat morbid about it; rich or poor, they will 
seldom accept the use of artificial aids to hearing, 
whilst those who have defective vision are willing 
to use even the most ugly-looking glasses. Deaf 
people, for what reason it is impossible to say, 
seem somewhat ashamed of their affliction, and 
would rather sit in a room hearing nothing or 
joining erratically in the conversation than use an 

• A Lecture delivered at the Medical Graduates’ 
College and Polyclinic. 


ear-trumpet or tube and confess their deafness. 
They become worried and even angry if advised 
to use an artificial aid. “The Ethiopian cannot 
, change his skin, nor the leopard his spots, ” it 
is impossible to convince a deaf patient, therefore 
everything must be done to relieve his condition. 
The slightest improvement will raise his hopes 
and spirits to such a degree that faith ensures 
further improvement. 

j Acute and chronic catarrhal conditions and 
acute and chronic suppurations are diseases which 
attack the middle ear or tympanic cavity. They 
are very prevalent, and are in the majority of cases 
caused by an inflammation gaining entrance through 
, the Eustachian tube, or are due to an inflammation 
j of that tube itself. The source of this can almost 
; always be traced to some disease, inflammation or 
growth in the naso-pharynx, such as adenoid 
growths, polypoid enlargements in the nose, rhinitis, 
causing pus or muco-pus in the naso-pharynx, for 
the lining membrane of the tympanic cavity is 
continuous through the Eustachian tube with the 
lining membrane of the nasal accessory cavities. 
The first duty of the aurist is to clear the nose 
and naso-pharynx of any growth, discharge or 
disease without delay, before endeavouring to treat 
the deafness. The symptoms, diagnosis and prog¬ 
nosis of middle-ear diseases cannot be discussed 
in the course of one short lecture, therefore only a 
brief outline of their treatment will be attempted. 
Acute diseases of this region will not be mentioned. 
The ordinary chronic conditions are briefly as 
follows: 

(1) Chronic media catarrhalis, which is an exuda¬ 
tive catarrh of the lining of the tympanic cavity, the* 
result of a naso-pharyngeal catarrh or growth. The 
Eustachian tube, in some of the milder cases, is 
- alone affected, and becoming blocked does not 
allow of proper ventilation to the middle ear. In 
these chronic cases certain changes take place in 
the mucous membrane of the middle ear : it be¬ 
comes thickened, the membrana tympani becomes 
contracted, and the ossicles and their articulations 
altered so that the conduction of the sound-waves 
is interfered with. Deafness, more or less, is 
, always present in chronic catarrhal conditions of the 
middle ear, and is generally complicated by noises 
in the head (tinnitus). There is often a sensation 
of fulness in the head, more severe in damp weather, 
if the tubes are the only parts affected. Upon 
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examination the membrane is seen to be thickened 
and retracted and there is stenosis of the Eustachian 
tube. (2) Chronic suppuration of the lining mem¬ 
brane of the tympanic cavity is a condition which 
occurs after an acute suppuration of the middle ear 
has subsided. A considerable amount of connec¬ 
tive-tissue formations are deposited in the region 
of the oval windows, in the region of the malleo- 
incudal joint, and at the orifice of the Eustachian 
tube. This connective tissue, as the inflammation 
subsides, undergoes contraction, and the membrana 
tympani or the remains of it are bound down to 
the pars promontoria and the ossicles to the wall 
of the tympanic cavity itself by adhesions or bands 
of inflammatory deposits. Of course this statement 
is founded more or less upon speculation, but any 
cicatrix of the membrane may be easily seen 
through a speculum, and the fixation or want of 
movement of the membrane (or what remains of 
that membrane) may be readily diagnosed by means 
of Siegle’s speculum. (3) Otosclerosis is a term 
applied to a condition of the tympanic cavity when 
certain osseo-sclerotic changes have taken place, 
especially deposits of inflammatory tissue around 
the foramen ovalis. It is plain, therefore, that in 
such cases the labyrinth or inner ear also becomes 
diseased or its function is interfered with by these 
deposits. Otosclerosis commences in the middle 
ear, but soon invades the inner ear and thus causes 
confusion in the ordinary tuning-fork tests. (4) 
Another form of deafness, the pathology of which 
is vague, attacks especially women at the meno¬ 
pause, or any patient afflicted with rheumatism, 
gout or syphilis. This form slowly progresses, 
and is usually complicated by severe tinnitus. 
The membrane, upon examination, is seen to be 
normal, both as to position, colour and texture, 
and the Eustachian tubes are patent. The patient 
hears best in a noise (paracusis Willisii), hears a 
whisper well, but not an ordinary voice. 

Treatment .—The treatment for these and many 
other diseases of the middle ear is, as has been 
already remarked, far from satisfactory. Our sheet- 
anchor is Politzerisation, that is, inflating the tym¬ 
panic cavity with air blown through the Eusta¬ 
chian tube. It is advisable to pass a Eustachian 
catheter and blow the air through it if there is 
any doubt as to the patency of the tubes. The 
air dilates the cavity, inflates the membrane, and 
relieves any tension ; if blown with sufficient force 


I it will move the chain of ossicles, which have a 
tendency to become adherent, and, in fact, it relieves 
the deafness, tinnitus, feeling of weight, numbness, 
and oppression. It has been known for many 
years that after the inflation of the middle ear 
through the Eustachian catheter, the application to 
tympanic cavity of such drugs as benzol, menthol, 
or eucalyptus helps to lubricate the adherent 
ossicles and to stimulate the diseased mucous 
membrane, even in cases of marked so-called 
sclerosis, or when the ossicles have become stiff 
and adherent owing to an old inflammation. For 
many years, also, Valsalva’s method of inflation, 
by holding the nose, swallowing and blowing, has 
been known to relieve this form of deafness, and if 
hot steam impregnated with benzol, menthol, 
chloroform or ether is used, the results are most 
encouraging. If, therefore, Politzerisation, either 
simply or per catheter, and Valsalva’s method do 
so much good to all these conditions ; why should 
j not the inflation of heated air through the catheter 
into the middle ear do more good ? The treat¬ 
ment remains the same, yet the hot air blown 
into the middle ear would act as a softening agent 
to the adhesions and fixed ossicles. The idea is 
not new f : Ferrans and others have been treating 
| cases by its means for many years. In 1908 I had 
a large hot-air chamber made which was heated by 
an electric lamp. I showed a diagram of it at the 
British Medical Association meeting in Belfast in 
j 1909, but it was a cumbersome apparatus and the 
air took hours to heat. In 1910 Messrs. Schall & 
Co. made a small hot air apparatus for me, in which 
j the air was heated by an electric cautery in a few 
, seconds. This I showed at the British Medical 
Association meeting at Birmingham this year. 
The difficulty has been, however, to get the air so 
heated into the middle ear, for the catheter always 
became so hot as to prove unbearable to the 
patient. Messrs. Meyer &: Meltzer have over¬ 
come this difficulty by supplying a catheter made 
of fibrous or vegetable material, and within the last 
year a better and more reliable instrument has been 
manufactured which is easily manipulated and 
the air is rapidly heated. Not only can hot air be 
blown into the middle ear through the Eustachian 
tube in Poljtzer fashion, but a medicated hot air 
can be produced by means of a little chamber into 
which such drugs as menthol, eucalyptus, ether, 
carbolic, etc., can be inserted. The encouraging 
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points in connection with this treatment are that 
patients who have undergone every other form, with 
little or no success, declare that after the application 
of hot air, the head feels distinctly lighter, the hear¬ 
ing is better and the tinnitus gone. This satis¬ 
factory state of affairs generally lasts, after a first 
application, for only half-an-hour, but after each 
succeeding application the sense of lightness, etc., 
remains longer, and I have several cases which are 
practically cured, that is to say, as far as our treat¬ 
ment has gone; time will show whether any real 
progress has been made. 

Valsalva’s method of treatment for middle-ear 
disease gives considerable relief, especially if the 
patient inhales hot, medicated steam, blowing with 
the mouth and nose closed. It therefore appears 
feasible, that when the Eustachian catheter is used 
and hot medicated air is blown through it directly 
into the tympanic cavity and on to the membrane 
itself, the relief will be greater. Politzerisation is 
a most valuable method of treatment, and most 
otologists agree that if the Eustachian tube is 
affected the use of the Eustachian catheter increases 
its curative effect; all agree that in any form 
of deafness, whatever be its cause, any congestion, 
rhinitis or discharge lying in the nasal or naso¬ 
pharyngeal region should be at once treated by 
antiseptic and other methods. The hot medicated 
air treatment has therefore several advantages: 
(1) It politzerises the middle ear. (2) Hot anti¬ 
septic air, instead of cold air, is injected into the 
middle ear. (3) It must be applied through the 
Eustachian tube—a more thorough mode of treat¬ 
ment. (4) The medicated hot air is found to 
relieve rhinitis and congested turbinals and to act 
as an antiseptic in the naso-pharynx. One dis¬ 
advantage, which as yet I have been unable to 
overcome, is that of estimating the heat of the 
air blown into the middle ear. The air from 
the Thermo-Politzer is so hot that it would scorch 
the parts if applied direct, but the catheter, being 
a small tube, cools it down before it enters the 
inner ear, and very rarely have patients complained 
of the heat being too great; in my opinion it is 
never hot enough. 

The Thermo-Politzer .—The original apparatus 
made by Messrs. Schall & Co. is quite simple; 
it consists of an enclosed tube containing a cautery 
wire, the heat being regulated by a transformer. 
Bellows are attached to the instrument for the 


purpose of driving the air through it, and at the 
end nearest the catheter a small chamber has been 
made in which cotton wool, saturated with any of 
the drugs mentioned, is inserted; the heated air, 
being propelled through this, becomes medicated. 
Messrs. Mayer & Meltzer have constructed a later 
instrument designed to overcome a certain uncom¬ 
fortable vibration on the catheter. Their instru¬ 
ment is covered with a fibrous coating which acts 
as a non-conductor to the heat. They also supply 
a foot-bellows with it, by means of which a constant 
stream of air is produced and the necessity for a 
nurse or assistant is obviated. I may mention 
that dental surgeons have for many years used 
hot-air instruments in connection with their work. 

Method of application, —(1) The nasal passages 
should be anaesthetised by a solution of cocaine ; 
2 per cent, is generally quite sufficient. (2) As 
large a cathetej as possible, made of fibrous 
material, should be used. (3) Air must first be 
blown through the catheter to make certain that the 
passage is patent and that the air is passing into the 
middle ear. (4) The end of the Thermo-Politzer 
(as it is designated) should be attached to the 
catheter and then ten or twelve blows should be 
given at the first sitting. Patients say there is a 
feeling of heat in the ear which is quite pleasant, 
and, as has been remarked, the air is seldoirUoo hot 
when blown through the catheter. There may be 
a complaint that the latter becomes too hot in the 
nose for comfort, but this can be rectified by at 
once switching off the electric current and con¬ 
tinuing to blow air through until it becomes 
cooler; the current can then be switched on onee 
more and the inflation continued. (5) A first 
application should last one minute, subsequent 
applications being prolonged until the treatment 
can be borne for two or even three minutes, applying 
it twice a week for several months. (6) After the 
application the injection of a few drops of hot, 
sterilised parolin oil through the Eustachian tube 
seems to relieve any discomfort or sensation of 
throbbing. (7) To medicate the hot air two drops 
of menthol oil (10 per cent, with parolin oil), or 
five drops of chloroform or ether (1 drachm of 
each to 2 drachms of spirit), or eucalyptus or 
benzol put on the cotton-wool in the little chamber 
in the instrument referred to, at once produces an 
antiseptic air. (8) The patient should also employ 
Valsalva’s method of inflation with hot steam 
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impregnated with benzol night and morning in his 
own apartment. (9) In addition to Politzerising 
with hot air, I find that in some cases after 
suppuration has ceased, leaving a thickened, cica¬ 
trised or perforated membrane with bands and 
adhesions, the hot air can be applied directly 
through the meatus to the membrane and to the 
middle ear if there be a perforation. This method 
of treatment is excellent and causes an hyperaemia 
or inflammatory condition of the membrane, and is 
better than touching the membrane with caustics 
and irritants to achieve the same purpose. It is 
practically Bier’s hyperaemic treatment for chronic 
inflammations, which, as physicians know, relieves 
certain cases. Even in prehistoric days hot 
fomentations and stimulating poultices were applied 
to stiff joints when adhesions were present. Of late 
years hot sprays, baths, light treatment, etc., have 
been recommended for such adhesive conditions. 
Why not apply the same to these conditions of the 
tympanic cavity ? The aurist must be careful, in 
applying the hot air through the meatus, that it 
does not scorch, and, at any rate, this mode of 
treatment should be performed through an aural 
speculum made of fibrous material; with a strong 
light the operator can easily see when the membrane 
becomes red or injected. The patient, also, will 
soon let one know when the air is too hot. 

Results of the treatment '.—Thermo-Politzerisa- 
tion in the treatment of middle-ear disease has 
not yet reached perfection, but the results achieved 
justify its continued use. Aurists have not, so far, 
any definite means of estimating accurately an 
increase or diminution of deafness. The patient’s 
statement of “ better ” and the surgeon’s of “ con¬ 
siderable improvement ” must not be relied upon ; 
they are vague. However, the patient will certainly 
be able to inform one as to whether the tinnitus 
has increased or diminished. I have never yet 
found a patient who gave a favourable account of 
improvement in tinnitus unless it really had 
improved, yet after repeated applications of hot, 
medicated air, both through the Eustachian tube 
and per the meatal canal, many patients have 
expressed themselves as “ hearing the noises less ” 
or as experiencing “ longer intervals of cessation ” ; 
such patients have at once become cheerful and 
light-hearted. 

In chronic catarrhal cases the results have been 
favourable as long as the treatment has been con¬ 


tinued about two or three times a week, but if 
discontinued the deafness has returned. 

S. G—, set. 35 years, female, complaining of 
I deafness and tinnitus in both ears for at least ten 
years, the result of a severe catarrh. The tests 
pwere : Watch, right ear 4 in., left ear 2 in. Tuning 
fork: Meatus, right ear— 15, left ear—20. Mastoid: 

! plus and Rinn£ minus. No treatment seemed to 
relieve the deafness except Politzerisation and 
that only temporarily. On applying the hot air 
medicated with menthol to the middle ear twice 
a week for two months the hearing was increased 
J to—watch, right ear 12 in., left ear 8 in. Tuning 
I fork, right ear—8, left ear —10, and the tinnitus 
was cured. The deafness and tinnitus returned 
J on the treatment being discontinued, but after 
| several further applications the patient hears a 
| watch—right ear 12 in., left ear 8 in., and demands 
the Thermo-Politzerisation once a week. 

J. C—, aet. 22 years, male, with chronic catarrhal 
deafness of only four months’ duration which was 
rapidly becoming worse. The watch was heard at 
! about two inches in both ears. Valsalva’s treat- 
! ment improved the deafness for an hour or two 
after application, so also did Politzerising per the 
Eustachian catheter, and his hearing improved to 
6 in. or 8 in. after six months’ continued use 
j of these. I then experimented by using the 
j Eustachian catheter twice a week and blowing 
| the hot air medicated with menthol through 
I it into the middle ear. In four weeks there was a 
decided improvement, and after three months the 
watch test was 18 in., a whisper being heard 
at 20 ft. 

Another young man, entering the navy, was 
suffering from catarrhal deafness of two years’ 
duration, gradually becoming worse. He heard the 
watch at 12 in. and the tuning-fork was —4; 
the whispered voice was heard only 3 ft. For 
twelve months different modes of Politzerising 
and other methods of treatment had been tried 
with “considerable improvement,” but on blowing 
hot air, medicated with ether, into the middle ear 
he began to improve with rapidity, and in three 
months heard the watch at 15 in. and the whispered 
voice at 12 ft.; the tuning-fork was normal. 

Opponents of this form of treatment declare that 
Politzerisation, thoroughly performed, would have 
procured the same result. It is not my wish to 
i minimise the good effects of Politzerisation, but 
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only to prove that Polit/.erisation with hot air pro¬ 
duces even better results. 

In cases of so-called otosclerosis, with gradually 
increasing deafness, in which the ear tests at first 
denote middle-ear disease and then labyrinth dis¬ 
ease, the results are not good ; yet in certain cases 

1 have found a decided improvement as long as 
the treatment has been continued regularly and 
thoroughly. They show no improvement with 
ordinary Politzerisation. I therefore feel con¬ 
vinced that the hot air acts as a hyperaemic agent 
on the sclerosis and loosens the articulations. It 
performs the same duty as do hot air or light 
treatment upon arthritic affections of the knee or 
other joints. The results are not flattering, but 
patients often feel better, lighter in the head and 
happier after its application. 

It is in cases of chronic adhesions of the middle 
ear due to an old suppuration, when the membrane 
is either cicatrized or there is a permanent per¬ 
foration present, or when it is almost totally demo¬ 
lished, that this method of treatment is successful. 
Simple Politzerisation or Valsalva’s method do these 
cases good, but with the hot, medicated air applied 
per the Eustachian catheter and also per meatus 
the results are most encouraging. The hot air 
helps to soften the adhesions or cicatricial bands in 
the middle ear, and applied per meatus the hot 
medicated air acts directly upon the membrane, or 
the remains of it, and the whole inner ear becomes 
red, injected and moist—results which are worthy 
of consideration. Any tinnitus which w f as present 
disappears very soon. In some cases a recur¬ 
rence of the suppuration has been induced, which, 
although not as a rule serious, must be avoided. It 
is better therefore to apply the hot air every day 
for only a few minutes at a time, so that no very 
marked hypenemia will be produced all at once. 
L. G—, boy, aet. 14 years, with marked deafness, 
the result of an old suppuration during childhood, 
which had been getting worse although Politzerisa¬ 
tion and other remedies had been repeatedly 
prescribed. Watch—right ear 1 in., left ear 

2 in.; whispered voice was heard at 2 ft. The 
membrane was cicatrized and adherent; there wras 
no movement with Siegle’s speculum. After twelve 
applications of hot air, medicated with carbolic, 
both pef Eustachian tube and meatus, the boy 
could hear the w’atch at 12 in. and a whisper at 
6 ft., and thought that he was cured. The treat- 


j ment is still continued ortce a week to keep the 
| adhesive tissue from becoming hard and con- 
; tracted. 

j A. R—, male, a?t. 37 years, had a suppuration of 
his right ear ten years previously which had healed 
up, but has been gradually becoming deafer in 
that ear. Watch nil , whisper 2 ft. On examina- 
| tion there was a cicatrix on the anterior superior 
quadrant and the membrane was immovable and 
thickened. Politzerisation only improved him for 
a few hours. On applying the hot air, impregnated 
| with ether, both through the tube and the meatus, 
j he improved at once, heard the watch at 4 in., 

I and the whisper nearly 6 ft. The treatment is 
! continued in this case also every week. 

Mrs. S—, jet. 50 years, complaining of deafness 
! all her life, and becoming worse every year. 

Watch test, right ear nil, left ear contact; the 
1 whisper, both ears nil. On examination a large 
1 perforation was present destroying the whole 
membrane. The malleus was absent; this destruc¬ 
tion had been caused by an old suppuration. On 
the application of hot air, medicated with menthol, 

! both through the tube and per meatus, there was 
1 a feeling of heat, soreness and discomfort in the 
ears for several hours after each application. 

I After three weeks’ continuous treatment she 
| improved beyond expectation. The watch tests 
; remained the same, but the ordinary voice could 
I be heard about one foot, whilst for many years 
previously the patient’s friends had to shout. 

To sum up the results in a few words; in cases 
of deafness and tinnitus the sequelae of old inflam- 
j matory adhesions the treatment of Politzerising 
the middle ear with hot, medicated air and also of 
applying the same direct through the external 
! meatus gives excellent results. Many cases do not 
respond to the treatment, but all should be given 
a fair trial. 

December qth, 1911. 

j. . . . „ _ __ „ _ _ _ 

| The Induction of Artificial Pneumothorax 
in the Treatment of Pulmonary Tubercu¬ 
losis. —H. Rhodes states that the indications for 
this treatment are: (1) Pulmonary tuberculosis 
I limited almost, if not entirely, to one lung; (2) 

I recurrent haemoptysis if at all severe; (3) con¬ 
tinued fever, cough, and general increase of disease 
| on one side, while the other lung is healing, or 
| only slightly affected. Slight inactive disease in 
j the fairly sound lung is not a contra-indication.— 

, Med. Rec ., vol. lxxx, No. 21. 
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In the year 1804 an Army medical officer described 
a type of fever which he had observed in our 
troops in Mediterranean stations in the following 
words: “ The disease generally comes on like 
other fevers with slight headache, chilliness, 
shivering, sometimes sickness at the stomach. 
These symptoms are, in a few hours, followed by 
violent pain in the head, confined chiefly to the 
eyeballs and forehead, pain in the back and in the 
calves of the legs. The face becomes flushed, 
and the eyes have a shining watery appearance, 
with a slight degree of inflammation, like those of 
a person half-drunk. The skin is dry, the bowels 
in general bound, tongue foul. The fever ends 
about the third day.” 

For more than a hundred years this short fever 
has been known as a distinct type, but is not 
confined to the Mediterranean, for it exists also in 
the Sudan, India, and the Far East. It has been 
called by many names: Pym’s fever, after the army 
doctor from whom I have just quoted, febricula, 
ephemeral fever, and it used to be officially known 
as simple continued fever, because the type shows 
a rise of temperature both morning and evening 
without pronounced intermission. The British 
soldier has often translated the letters S.C.F. for 
simple continued fever as “slow continued fever,” 
and sometimes from the congested eyes, which are 
often a symptom of the disease, it has vulgarly 
been known as “ pink eye.” 

But recent discoveries show that we must now 
call it phlebotomus fever, and it has been proved 
that the fever, so well known to generations of 
British army surgeons, is the same as the “three 
days fever” which prevails among newcomers to 
Dalmatia and Herzegovina during the summer 
months from May to October. As in other parts 
of the world the Austrian variety is seldom or 
never fatal, but 40 per cent, of those who have 
recently reached the district may be laid low by it. 

Tiie medical records of Malta show similarly a 
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i fever, which has affected a large number of our 
troops during their first hot weather on the island. 

In 1863 my old friend, the late Surgeon-General 
Marston, in the days when he was an assistant 
surgeon, described the fever, which he had had an 
| opportunity of observing in a hundred cases at 
i Malta during the years 1855-6, when a large 
body of young soldiers were temporarily stationed 
there on the way to the Crimea. He found that 
I newcomers, and especially persons under twenty-five 
| years of age, were liable to suffer from it during the 
summer, and that the disease generally terminates 
after about seventy-two hours of fever. 

Practically every year the disease was commented 
on in the Army medical reports, as shown by 
Lieut-Colonel C. Birt, R A.M.C., from whose 
historical summary I am quoting. To come to 
modern times, in 1904 the Essex Regiment 
landed in Malta 698 strong at the end of April. 
“In June 9’6 per cent, of their strength were 
admitted to hospital with simple continued fever; 
in July, 35 per cent. ; August, 5 per cent. ; Sep¬ 
tember, 6*3 per cent. ; October, 6 per cent. That 
is, no less than 62 per cent, of this regiment were 
attacked during the first summer of their residence 
at Malta. In the following year only 19 per cent, 
of their number contracted the ailment; moreover, 
most of the cases during the second summer came 
from the drafts of recruits which had arrived after 
the 1904 epidemic.” 

This fever was originally confounded with 
malaria, typhoid fever and Mediterranean fever, 
now known to be associated with goat’s milk, but 
when in 1907 Mediterranean or Malta fever had 
been extinguished in Malta in the military and 
naval hospitals, by banishing goat’s milk or by 
boiling it, there were still 340 admissions to the 
1 Army hospitals with simple continued fever, and 
each case averaged more than nine days in hospital. 
It is important to note that nearly 300 of these 
cases occurred between May and September, and 
that none of them showed signs of being mild cases 
of Malta fever, nor did they subsequently develop 
that disease. I am obliged to draw your attention 
to this point, because you may remember that we 
look upon the eradication of Malta fever from 
Malta and certain other parts of the world as one 
of the great triumphs of modern science, and we 
teach as a corollary that this result would never 
1 have been achieved if it had not been for certain 



DR. SAND WITH. 


[ Dec. 6, 1911. 


MO The Clinical Journal. ] 


experiments on animals which led to the discovery 
that goat’s milk was the offending vehicle which 
conveyed the poison to our troops. I have already 
told you that story, but I may just remind you 
again that the abolition of that one disease from 
the Malta garrison represents, according to Sir 1 
David Bruce, a saving which, capitalised, amounts 
to a gain of something like one and a half million 
sterling for an expenditure of about .£5000. 

Now certain enemies of scientific research and 
experiments on animals maintain that the Malta 
garrison still suffers from fever, and that the state¬ 
ments about the abolition of what is technically 
called Malta fever are greatly exaggerated. I must 
therefore, at the risk of being wearisome, impress 
upon you that besides malaria and typhoid fever 
there were two fevers at Malta which attacked our 
troops. Malta fever, due to a special microbe, Micro¬ 
coccus melitensis , conveyed by goat’s milk, has been 
stamped out in the garrison. The fever which 
remains is phlebotomus fever, which used to be 
called simple continued fever. 

It is clear from the historical evidence that there 
have been outbreaks of this short fever every 
summer in Malta so long as it has been a British 
garrison. This fever is specific, for immunity is 
afforded by one attack, and it is usually found that 
the recent arrivals are the sufferers. It is not a 
mild infection of typhoid fever, because it does not 
correspond with the prevalence of typhoid fever 
in certain months of the year. Malaria, as a matter 
of fact, is not endemic in Malta among the troops. 

In the island of Crete a large number of cases of 
phlebotomus fever occurred in 1908 during the 
summer months, chiefly among young soldiers 
lately arrived from England. The fever lasted 
from three to four days, and on one occasion 
twenty-six cases occurred among fifty-six men 
between May and September, and in the neigh¬ 
bourhood of the barracks the phlebotomus insect 
was found to be similar in every respect to the 
Malta fly. 

Now I must tell you how simple continued fever 
has been run to earth and has definitely been 
proved to be due to the bite of an insect, the 
phlebotomus fly, which is usually called by English¬ 
men the sand-fly. 

The fever in question has long been known in 
Dalmatia and Herzegovina by the slang name of 
“ Hundskrankheit,” or dog-sickness, a title probably 


only given to indicate the condition of extreme 
exhaustion following an attack, which might popu¬ 
larly be described as “ sick as a dog.” It is known 
among the native inhabitants, but is far more 
common among foreigners coming into the country, 
and is therefore very prevalent among the Austrian 
troops of the army of occupation. Several army 
doctors called attention to the disease, notably 
Taussig, who published some carefully reasoned 
observations in 1904. He was unable to give any 
bacteriological cause for the fever, and therefore 
1 confined himself to clinical and epidemiological 
investigations. He pointed out the geographical 
distribution of the fever in the country, which was 
limited to certain low-lying districts and a few 
isolated forts at a higher level. Speaking generally 
the high ground was exempt. Thus soldiers trans¬ 
ferred from a hill station to a garrison in the plains 
were found to remain in good health for five days, 
after which many contracted the disease. On the 
other hand, sick soldiers from the plains, if moved 
into the forts, lying 1200 to 2000 feet above the 
sea level, continued to have fever for five or six 
days at the outside, and after that had no return of 
feverish symptoms. He noticed, also, that indi¬ 
viduals occupying the plains by day only and sleep¬ 
ing in the hills at night did not contract the 
disease. It was only those who slept at the low 
level who suffered. 

Taussig, a keen observer, made the further 
valuable discovery that the garrison towns afflicted 
with this fever were tormented by sand-flies, and 
on the other hand, in those places where there was 
no fever there were no sand-flies. He then asked 
himself the question, What is the connection 
between the fever and the sand-fly ? 

Not only was he struck with the geographical 
similarity which I have mentioned, but he further 
found a remarkable seasonal resemblance, for when 
the sand-flies made their appearance early in June, 
fever broke out a few days later, while if the sand¬ 
flies were late in arriving the disease likewise was 
postponed. Similarly, when the sand-flies dis¬ 
appeared at the beginning of the rainy season, 
there was no more fever. As sand-flies only bite 
at night, and prefer the ground floor of a house, 
he argued that individuals not spending the night 
in sand-fly areas and those who slept in the upper 
stories of a house owed their protection to the 
absence of the insect. 
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In 1908 a commission of three Austrian army 
doctors, Doerr, Franz and Taussig, was appointed 
to investigate and report on this fever in Dalmatia 
and Herzegovina, for it was found that two 
thirds of the troops were attacked every summer, 
and though the death-rate was very small the 
hospitals were inconveniently overcrowded and the 
men suffered for weeks from an enfeebled condition 
during which time they were unable to stand any 
exertion and were therefore unfit for duty. 

These three doctors studied the disease clinically^ 
epidemiologrcally and bacteriologically, and proved 
beyond any possibility of doubt the connection 
between the sand-fly and the fever, to which they 
gave the name of Pappataci fever, the word 
pappataci being the local name for the offending 
sand-fly. 

The minute size of the sand-fly and the very 
light colouring of its wings and body make it 
almost invisible when flying, and therefore it often 
escapes observation. Colonel Birt and others tell 
us, in consequence, that the reputed absence of the 
sand fly in a given house must be accepted with 
reserve. It is only possible after a thorough 
examination of likely spots in the daytime that a 
reliable conclusion can be reached. 

The phlebotomi prefer, during the day, dark 
corners and recesses away from light, draught and 
noise. It is found that they often retreat into the 
folds of clothing which is hanging from pegs on 
the wail, and they are certainly attracted by the 
odour of human beings, for in an infected house 
many may be seen in an inhabited room, while 
there are none in the adjoining room which is 
empty. Colonel Birt says that spider-webs have 
no terrors for them, and that the flies fearlessly 
enter corners festooned with webs without becoming 
entangled. It is difficult to catch them on account 
of their sudden and quick side-movements, which 
remind one a little of a flea hopping. 

Professor Grassi, in Rome, has succeeded in 
breeding sand-flies in a dimly lighted room below 
the level of the street, with a damp floor, covered 
with fragments of brick and mortar. 

Until the sand-fly was proved to be the cause of 
simple continued fever, it used to be thought that 
the individual became affected by exposure to sun, 
or heat, or chills, or fatigue or irregularities in diet, 
or it was sometimes thought that it was due to 
insanitary surroundings, and that the new-comer 


was in some mysterious way getting acclimatised to 
the new country. 

There is no doubt that the disease has been 
present in Egypt formany years, butit isonlyrecently 
that doctors in Cairo and at the Pyramids have recog¬ 
nised that the short attacks of fever which they have 
to treat in patients were due to the small hairy fly 
which is sometimes called in Arabic the “ silent 
eater.” 

In order to prove the fact that the sand-fly wa& 
a carrier of disease to man it was considered 
advisable to perform some experiments, but in 
Malta no certain results were produced by inject¬ 
ing monkeys, rabbits or guinea-pigs with infected 
blood, and therefore it became necessary to enlist 
human volunteers. 

Directly this became known, many individuals 
willingly came forward and offered themselves to 
the doctors, and Colonel Birt very rightly says 
that science and humanity owe a debt of gratitude 
to the self-sacrificing courage of the volunteers. 
Many gunners of the 99th Company of the Royal 
Garrison Artillery vied with each other in offering 
themselves as cheerful victims for the sake of 
1 mankind. The men of this company are of 
splendid physique, and they rejoice in rude health, 
which they maintain by the enthusiastic pursuit of 
athletics. Those volunteers who were selected for 
I experiments had resided less than a year in the 
I island. They were all exceptionally healthy, strong 
i and muscular men. The aches and pains during 
the acme of phlebotomus fever make the sufferer 
an object of our profound pity. Those who, of 
their own accord, knowingly submit to them, are 
martyrs indeed. 

] On June 12th, 1909, a gunner was admitted to 
the Military Hospital at Valetta with fever and the 
characteristic symptoms of the disease. On the 
same evening he put his hand and forearm into a 
cage containing fifteen phlebotomus insects, which 
had been caught in the barrack room. They 
| eagerly attacked him, and on withdrawing his arm 
half an hour later there were marks of seven bites, 
which disappeared in a few hours. As it is known 
that the insects are not immediately infective after 
sucking virulent blood the experimenters waited 
j for a week, and then Lieutenant Gibson, R.A.M.C., 

( introduced his forearm into the cage of insects and 
was bitten by one of them. In a week he developed 
phlebotomus fever. 
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A second experiment took place in July, when 
Corporal Griggs, R.A.M.C., volunteered to put his 
arm into a cage of insects which had fed ten 
days before on a private soldier who had the 
disease. In six days and eight hours the corporal 
began to shiver and to suffer from severe headache, 
with fever, thirst and general pains in his legs and i 
back, so that he became faint when he attempted | 
to stand up. In a few days, like the others, he | 
regained his usual robust health. 

It was thus proved that the phlebotomus insect I 
in Malta can by puncture give the disease to 
apparently healthy people, but in order to make • 
the experiments scientifically accurate it was 
thought it ought to be repeated in a country where 
the fever does not exist. Some seventy or eighty j 
phlebotomi were therefore allowed to feed on ; 
the forearms of patients, and Lieut.-Col. Gerrard I 
then undertook to convey, these flies to London | 
by the quickest route. He left Malta on the , 
night of August 24th, and delivered the cage in j 
Ix>ndon on August 28th to two army medical | 
officers, who at once endeavoured to feed the flies, | 
now reduced to eight or ten in number, with their j 
own blood. 

Lieut. Ranken, who was one of them, was twice 
bitten, and five days later he felt cold and un¬ 
comfortable and complained of headache and 
diarrhcea, but he had no fever. 

Lieut. Cunningham was bitten by one phlebo¬ 
tomus only, and five days later he began to 
suffer from headache, debility, diarrhoea and 
shivering. j 

Both these attacks were slight cases of phlebo¬ 
tomus fever, which were apparently caused by the j 
bites of the insects and by nothing else. ! 

These experiments and others during which j 
blood was inoculated from patients into healthy 1 
volunteers proved (1) that the blood of a patient 
suffering from phlebotomus fever is virulent during 
the first day : (2) that the poison, whatever it is, can 
pass through the candle of a Pasteur-Chamberland 
filter; (3) that the Phlebotomus papatasii conveys 
the infection ; (4) that the incubation period varied 
from four to seven days ; and (5) that these insects 
are infective from seven to ten days after sucking 
virulent blood. 

Lieut.-Col. Birt concludes his interesting papers 
by finding that the phlebotomus fever of Malta 
and Crete is a milder ailment than that of 


Herzegovina, though the clinical symptoms are 
otherwise similar. 

In order to investigate the problems connected 
with the menace to man caused by the blood¬ 
sucking phlebotomus flies, Prof. R. Newstead, 
of Liverpool, spent the months of July and August, 
1910, in the island of Malta. The greater part of 
this time was devoted to searching for the breed¬ 
ing-places of these flies to try and devise some 
practical preventive measures for the control of 
the pest. He has lately written an interesting 
account of his expedition. 

. Instead of there being only one “ sand-fly ” in 
Malta, he has now proved that there are four 
distinct species of phlebotomus in the island, and 
he thinks it probable that at least one of the 
newly discovered kinds may also act as a carrier of 
Papataci fever,, which used to be called simple 
continued fever. He corroborates many of the 
investigations of others, and concludes that the 
chief breeding-places of the flies in question are 
the crevices between the loose rocks in caves, 
stone walls, and similar sites. 

The adult flies were found during those two 
summer months almost everywhere in the island, 
provided the situations were favourable to their 
existence; they are more numerous than the 
mosquitoes, and the females may be considered 
to be the most vicious of all blood-sucking insects. 
They seem to be devoted to man, though, like 
other pests, they have their likes and dislikes. 
Fortunately for us they are not entirely dependent 
upon human beings for food, and they feed 
voraciously on domestic rabbits, and possibly upon 
other warm-blooded animals. 

Like mosquitoes they hate' the wind, and favour 
rooms near the ground, so that they are rarely seen 
above the first floor of a house. Their slender size 
permits them to enter through the fine meshes of a 
mosquito net, so that in the early mornings, when 
daylight appears, both males and females may be 
found inside the mosquito curtains resting after a 
plentiful supper on the victim within. The males 
escape through the net when they are disturbed, 
but the females, gorged with blood, move sluggishly, 
and cannot make their escape so readily when their 
bodies are distended. They are thus often destroyed. 

On hot summer nights the flies travel freely, and 
enter the houses in large numbers, but when a 
fresh, cool breeze is blowing from the sea they 
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remain hidden in their retreats and do not annoy 
house-dwellers. Their delicate wings are not suited 
for flight in a moderate breeze, and we know in this 
country that their relatives—the moth flies and 
owl-midges—are chiefly seen to swarm on still, warm 
evenings, and not when it is cold and rainy. 

Neither the male nor the female phlebotomus 
will live more than a few days unless they are fed 
upon human blood. Their nourishment, failing 
blood, consists, when in captivity, of wet blotting- 
paper, or some other damp material, such as fresh 
leaves. The majority of those observed died on 
the third or fourth day of observation. 

It seems almost impossible to devise preventive 
measures against flies of such small dimensions 
with active flea-like habits, living in areas spread 
over enormous distances. But there are one or 
two points worthy the consideration of travellers. 

Sunlight drives these insects away from the 
house, so that during the day-time a man can pro¬ 
tect himself by having his window unshuttered, and 
he ought to put his bed in the best-lighted part of 
the room. Unfortunately artificial light attracts the 
fly, as it does most other insects. 

Anyone who has travelled in the East knows that 
punkahs and electric fans, by moving the air, will 
repel mosquitoes, and it seemed likely that these 
methods would be useful against phlebotomus too. 
The ordinary mosquito net, as I have already said, 
is of no avail, and it is impossible to suppose that 
people in hot countries will use nets which do not 
admit the air. Much as we hate insects we would 
rather he kept awake by buzzing and bites than by 
a feeling of suffocation. 

The structure of the insect is chiefly remarkable 
for its large wings, which are clothed with scales or 
hairs. Unlike the mosquito this fly possesses a 
true sucking stomach. The fly is no respecter 
of persons, for one of the varieties was found 
abundantly in the compound of the acting Lieu¬ 
tenant-Governor of Malta, especially in a large 
outhouse in which a number of rabbits were kept. 
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A CA8E OF CARIES OF FRONTAL BONE 
AND INTRA CRANIAL ABSCESS DUE 
TO BACILLUS TYPHOSUS 
ELEVEN YEARS AFTER 
AN ATTACK OF 
TYPHOID.* 

By W. RINGROSE GORE, M.B., B.Ch. 


The patient, an officer in the Army, now aet. 31 
years, contracted typhoid during the South African 
War in 1900. He had been inoculated on board 
ship five months previously when he had a most 
severe reaction. His case was one of the worst 
recorded during the war; he was unconscious for 
five weeks with a continuous temperature of 104° F., 
and he was reported dead in despatches. 

On recovery he was invalided home. He took 
a winter trip through the West Indian Islands, 
where he contracted malaria. Five years ago he 
was discovered to have albuminuria, which has 
persisted to a slight extent. Four years ago an 
abscess formed over the lower third of the femur; 
this was opened in Egypt and after some time 
healed up. The abscess re-formed and was found 
to communicate with the interior of the bone ; it 
was operated upon again, and took eighteen months 
in healing up. 

There is no record of a bacteriological examina¬ 
tion being made on the first occasion; later an 
examination was made and a streptococcic and 
stapylococcic infection was found. 

In the light of subsequent events this was most 
probably a typhoid abscess possibly of the shirt- 
stud type, the typhoid bacillus being replaced by 
the later infection as has happened in the present 
attack. Last year he had his appendix removed 
during an attack of appendicitis. Last winter he had 
three attacks of illness commencing in November 
each lasting a week, with a month's interval, the 
symptoms, which were similar in each, were head¬ 
ache, rigors, profuse sweating, and a temperature 
rising to 105° F., followed by complete recovery. 
No diagnosis was made. 

I saw him on July 17th, for a somewhat similar 
attack. There was a rise of temperature, slight 

* Reported to the Clinical Section of the Royal Society 
of Medicine. 




144 The Clinical Journal. ] 


MR. RINGROSE GORE. 


[ Dec. 6, 1911. 


and occasional headache lasting for not more than 
half an-hour in the dayand paroxysmal in character ; 
there was also slight and varying tenderness of the 
scalp, but no other symptoms whatever. The 
patient had occasional night-sweats, the tempera¬ 
ture on the twelfth day reaching io 3°F. The urine 
contained albumen, but neither Bacilli typhosus , 
coh\ or tubercle, and the blood-count was normal. 

At this period the case was an extremely puzzling 
one; there was obviously an infection, yet there 
were no localising symptoms whatever. On the 
fourteenth day I found a small swelling in the scalp 
over the frontal bone in the middle line ; from this 
I obtained with a hypodermic needle some pus, 
from which a pure culture of Bacillus typhosus was 
grown. The abscess was then opened, and it was 
found to be intra cranial, the frontal bone having a 
hole about the size of a sixpence and communi¬ 
cating with a cavity between the dura mater and 
the bone. The intra-cranial portion quickly closed 
up but a sinus still remained leading down to the 
dura mater; brain-pulsationwas still taking place, 
but no dead bone could be felt. 

The three attacks occurring during the last year 
must have been typhoidal periostitis going on to 
suppuration in the attack just described, although 
it is a characteristic of the late typhoid abscess 
that it can be dormant for some time without any 
rise of temperature or leucocytosis. 

The case is one of great interest owing to the 
long interval between the original attack and the 
appearance of an abscess—the longest I can find 
recorded, although this year I saw a patient with 
a history of [eight years between infection and 
abscess. 

The important point now arises as to what can 
be done to prevent further attacks. These cases 
of typhoid bone infection coming on some years 
after the original fever are peculiarly persistent, one 
bone after another being attacked and the process 
going on for years. Although not usually fatal in 
themselves they may become so from their situa¬ 
tion. In my case, for instance, the abscess might 
have ruptured through the dura mater, and a case 
of fatal peritonitis has been recorded following a 
typhoid abscess of the lower end of the sternum. 

One may take it that these cases are typhoid 
carriers, the bacilli being in the walls of the gall¬ 
bladder where they cannot be reached by medica¬ 
tion or vaccines as they are shut off from the circula- 


I tion, but from which situation they can occasionally 
i infect the blood-stream. Removal of the ga.ll- 
| bladder has been proposed and performed, but the 
operation in these cases seems to be a dangerous 
one. The alternative appears to be to try by 
successive courses of vaccine to create a blood 
| immunity. 

I had an autogenous vaccine prepared in my 
I case. The largest dose I had been able to give 
j was half a million; anything over produced too 
much reaction, showing his great susceptibility. 

In my case the pus from the abscess at first gave 
a pure culture of Bacillus typhosus; now the 
typhosus has disappeared, the pus containing 
Staphylococcus albus only. In a way this is inter¬ 
esting, as Janowitz has stated that a staphylococcic 
infection will kill off a typhosus one. The result 
of a Widal test was reaction to a dilution of 1-200 
only. 

| December 4th , 1911. 


Ipeoac to Abort Typhoid. — Frazier used 
| ipecac in six cases of typhoid with good results- 
For instance, a woman, ast. 44 years, was seen first 
on the third day after becoming confined to bed ; 
the case was diagnosed as typhoid on the sixth day 
of her illness; Widal test positive. At 8 p.m. of 
sixth day she was given 15 minims tincture of 
opium; thirty minutes later she was given 30 gr. 
pulverised ipecac in salol-coated capsules; the 
room was made dark, and she was required to lie 
on right side for two hours, so that the capsules 
: might pass out of the stomach as quickly as 
1 possible. In this way vomiting was prevented by 
| getting the ipecac past the stomach without coming 
in contact with stomach wall. On seventh, eighth, 

| and ninth days ipecac was given in same manner, 
dose being decreased 5 gr. each day ; on ninth 
day dose being 10 gr. On tenth, eleventh, and 
twelfth days dose was 10 gr..each day. Highest 
| temperature recorded was 103 8 F. on seventh day ; 
| highest recorded on eighth day was 99 6 F. No 
I elevation of temperature after ninth day. Ninth 
I day of illness was fourth day she was given ipecac. 
Remaining cases were treated similarly. Frazier 
says it is necessary that each faecal discharge be 
, carefully examined to find whether any of the 
capsules pass without being dissolved.— Jour//. 

| A.M.A ., vol. lvii, No. 21. 
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THE TREATMENT OF LATERAL 
CURVATURE OF THE SPINE 
BY EXERCISES AND POSITION. 

By GEO. STEELE-PERKINS, M.D., 

Physician to the Actors’ Orphanage ; Medical Referee 
to the Steamship Owners' Protection and 
Indemnity Association, etc. 


The treatment of lateral curvature of the spine 
by exercises and position differs in detail according 
to the severity of the case, but certain general 
principles apply to all forms of this deformity. 

For purposes of description a moderately bad 
case will be considered, that is to say, a case pre¬ 
senting a fair amount of lateral deviation with a 
corresponding degree of rotation ; then the slighter 
forms will be dealt with, namely, those in which 
there is lateral deviation and no rotation, whilst 
finally the treatment of those cases will be men¬ 
tioned which are of the severest kind, namely, 
much lateral deviation with much rotation. 

Before describing the exercises, etc., advisable 
to be carried out, there are many essential details 
to be considered. These will be first mentioned, 
as, in all cases, whether slight or severe, they 
require careful attention, and if proper attention be 
not given them exercises alone will not give satis¬ 
factory results nor such lasting benefit. 

It should be remembered that the development 
of certain muscles is not the only point to be 
obtained, but that the correct education of the 
muscular sense is also necessary. 

(1) Clothes .—It is important that no garment 
impedes the patient from maintaining the erect 
position, consequently care should be taken that 
there are no clothes restricting the chest, or pre¬ 
venting the patient from keeping the shoulders well 
drawn back. 

The best plan to adopt in order to see that a 
patient’s garments are suitable is to place her with 
her back to a door and her heels about one inch 
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from the door. Then let her put on one garment 
after the other, and note if any of her clothing, when 
the shoulders are well drawn back, at all impedes 
the expansion of her chest or the keeping back of 
her shoulders. 

The clothing should not be heavy, and the 
avoidance of heavy petticoats and skirts is advis¬ 
able, so there is no undue weight to be supported 
at the waist. 

It would be as well to consider the garments 
seriatim : 

(a) Woollen combinations : These are excel¬ 
lent garments theoretically as they distribute the 
weight generally, and should not either pull on 
the shoulders or cause dragging from the waist; 
practically they are usually most inadvisable, 
because “cheap makes” are generally bought 
which invariably shrink. 

When woollen combinations shrink the effect is 
that the shoulders are of necessity drawn forwards 
by the garment becoming narrowed across the chest, 
round shoulders and flattening of the chest naturally 
resulting. It may be thought that the dragging 
forward of the shoulders caused by a woollen 
garment would be so slight as not to prevent a 
patient from keeping erect with the shoulders back, 
but this is not so ; the drag, even if slight, is con¬ 
tinuous all day, and no muscles, however strong, 
could withstand that steady, constant pull. In 
addition to the above woollen combinations also 
shrink in their length, with the result that they 
become too short in the body, and consequently 
the shoulders are dragged forwards and downwards 
by the pull from between the legs to the shoulders. 

Expensive combinations are made which do not 
shrink when washed, and wear well. Unless these 
are obtained it is better to advise the patient to 
wear separate garments. These garments should 
be of sufficient warmth to avoid the necessity of 
wearing heavy petticoats or skirts. 

(1 b ) Corsets: When the figure permits it is 
healthier and better to do without corsets, but in 
most cases either the patient does not care to do 
without them or the figure is such that she cannot, 
or a difficulty arises in fastening the petticoats 
round the waist ; then some form of corset must be 
worn. 

The point to remember about corsets is that 
they should contain as few bones or steels as 
possible, and, at any rate in the early treatment of 


the cases, should be made of some elastic material 
so that the patient can voluntarily get herself into 
a proper position, and is not supported by bones 
and steels, but has to exert her own muscles in 
order to keep herself in an erect position, thereby 
increasing the strength of such muscles. 

No shoulder-straps are to be worn, as these 
additions do not keep the shoulders back but 
invariably pull them forwards. 

(c) Slip bodices: Care must be taken that 
these garments be large enough, and that when 
the patient is erect they do not drag across the 
chest. 

(< d) Petticoats and skirts: These should be 
neither numerous nor heavy, but combine warmth 
with lightness. 

For young children it will be found that dresses 
in one piece coming from the yoke straight down 
are better than skirts and bodices, as thereby the 
weight at the waist is reduced. 

(e) Bodices and coats : These garments must 
in no way prevent the patient from keeping erect, 
and with the shoulders well drawn back, in other 
words, must not be tight across the chest. 

(/) Shoes : As the essence of the treatment of 
lateral curvature of the spine depends on develop¬ 
ing and strengthening the spinal muscles in order 
that they may do the work that Nature intended 
for them, and not encasing the trunk in some 
support, which, by preventing the muscles from 
doing their natural work, causes them to become 
weaker and not stronger, so the same argument 
applies to the question of boots and shoes. 

If boots are worn the ankles are “supported,” 
in other words you, by an artificial addition, do the 
work that Nature meant the muscles, ligaments, 
etc., to perform, and thereby the ankles become 
weaker. On the other hand, if shoes be worn, 
and necessary exercises be carried out, the muscles, 
ligaments, etc., become stronger and the ankles 
thereby strengthened. 

The heels are to be square and not high. 

The toes of the shoes need not necessarily be 
square, but should depend on the shape of the 
foot. If the foot be square at the toes, naturally a 
square-toed shoe is necessary, but if the foot is 
naturally a pointed one, the end of the little toe 
being much further back than the end of the first 
and second toes, it is obvious that a more or less 
pointed shoe may be u^ed, and such a foot is more 
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comfortable in that form of shoe than in shoes 
with square toes. 

The important point is that the toes must be flat 
and not cramped. 

(2) Length of legs. —For practical purposes we 
will consider the expression 44 length of legs ” to 
mean the length from the anterior superior spine 
of ilium to the ground. 

One limb being shorter than the other is a 
frequent cause of lateral curvature, much more 
frequently than is usually recognised, and any 
treatment that fails to recognise and remedy this 
defect will never result in a permanent cure. 

This shortening may, among other causes, arise 
from an obliquity of the pelvis, or one femur being 
shorter than the other, or the angle of the neck of 
the femur on the one side being more obtuse than 
that of the other; but, be the cause what it may, 
it is often far from easy to determine what, on first 
thoughts, might be considered an easy matter, viz. 1 
if the limbs be of equal length. i 

Measurement is most deceptive, especially if | 
done in the prone position ; in fact, if the patient \ 
be measured when lying down the limbs will often I 
apparently be of the same length when there ! 
may be i inch or more difference. This happens 1 
in those cases in which a tilting of the pelvis is j 
present, and which often can only be detected , 
when the patient is standing. j 

A good plan is to drop a plumb line from the ! 
anterior superior spine of ilium to the ground when 
the patient is erect. As a practical fact, however, 1 
this is not necessary, as if you have your patient I 
standing before you and place your first or second | 
fingers (if she has her back to you), or your thumbs j 
(if she has her face to you), on the anterior superior ; 
spines, your eye and touch can tell at once if one j 
be lower than the other, even to the fraction of an j 
inch. 

If any shortening of one limb be* found, thin 
pieces of wood T l ff of an inch in thickness should j 
be placed under the foot on the shortened side 1 
until the two anterior superior spines of the ilium ■ 
are level. The amount of shortening having been 
thus ascertained, the necessary thickness should i 
be added to the sole of that shoe. 

This can best be done by having an addition 
made to the sole inside the upper, as thereby no 
difference in the thickness of the soles is visible. 

(3) Genu valgum. —Ascertain if this deformity 


be present, and if so, the shoes should be thickened 
along the inner side, or if the deformity be great, 
suitable treatment should be adopted. 

(4) Flat foot. —This is a deformity which is 
frequently found in association with spinal curvature, 
and therefore its presence or absence should always 
be determined. 

If present, order the necessary thickening along 
the inner side of the sole of the shoe of the foot 
affected, and the exercises advisable for this 
condition. 

(5) Sleep. —The patient should sleep on a hair 
mattress with no, or only a low, pillow, and, if 
possible, on the back. 

Carefully note the position in which the patient 
is in the habit of sleeping. This will always be 
found to be the position which increases an 
abnormal curvature ; therefore, if the patient cannot 
sleep on her back, let her sleep in that position 
which will tend to improve the abnormality. 

(6) “ Resting.” —The patient is to “ rest ” on the 
back, on a table, with a small pillow under the 
neck and under the small of the back, the arms at 
the sides with palms upwards, head, body and legs 
straight, and shoulders well drawn back. 

(7) Times for resting. —Two, three, or four half- 
hour 44 rests ” should be taken daily according to 
the requirements of the case, and any odd quarter- 
hours besides these if the patient is tired. Half- 
hour 41 rests ” are more beneficial than hour 
44 rests.” 

The time for going to bed and getting up should 
be definitely fixed. 

(8) Sitting. —A footstool is to be used whenever 
the patient is sitting, whether at table, playing the 
piano, doing lessons, etc., and it should be of such 
a height that the thighs are at right angles to the 
body. 

The legs should always be at right angles to the 
thighs. 

The feet or legs should never be crossed. 

(9) Diet, medicines , etc. —Give the necessary 
instructions as regards the most suitable diet. 
Having carefully examined the patient, prescribe 
any medicine that may be necessary, such as iron, 
etc., and enter fully into details affecting the 
general hygiene and well-being of your patient. 

(10) Breathing. —See that the patient can breathe 
easily through the nose. 

(11) The patient should be constantly making 
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the effort to keep erect whether walking, standing, or 
sitting. 

To give a list of all the exercises advisable in 
cases of lateral curvature is impossible, as one 
chooses the exercises suitable for each case from a 
very large number. 

The exercises can be carried out with the assis¬ 
tance of the mother, sister, or a maid ; there is no 
necessity for the medical man to do more than 
teach such individual how the exercises are to be 
done, see the patient from time to time, to be sure 
that the exercises are being properly done and to 
alter the exercises when necessary. 

The following is an example of a series of 
exercises which are generally suitable at the 
commencement of a “ moderately bad case ” : 

(1) On back—leg abduction, 6. 

(2) Walking on toes in B.P., 3. 

(3) On back—head over table, 6. 

(4) Astride form in B.P.—flexion and extension 
of body, 8. 

(5) . On back—breathing and abdominal exercise, 
12 and 3—the breathing done in three’s. 

(6) Astride form in B.P.—rotation, 6. 

(7) On back—legs over table—arm exercise— 
assistant resisting, 6. 

(8) Standing—hands on hips—rising on toes 
and heels, 12. 

(9) On back—head rotation, 6. 

(10) Standing—corks—arms extended outwards 
from shoulders and brought forwards and back¬ 
wards—breathing, 12, in threes. 

(11) On face—leg abduction, 6. 

(12) Massage. 

The ab6ve exercises are not suitable to all 
“ moderately bad cases,” but, according to the 
case, some of the above must be omitted and others 
added. 

The following points as regards the above 
exercises should be noticed : 

(1) The exercises alternate on the table and off I 
the table. This avoids a patient getting fatigued. ! 

(2) The position of the patient is first given “on 
back,” etc., then the exercise, as “ leg abduction,” 
and finally a number to indicate .the number of 
times an exercise has to be done. 

(3) The letters “B.P.” mean the “best possible” 
position. 

(4) Re No. 1 exercise: “On back,” in this and 
subsequent exercises, means the patient lying on 


her back with arms at sides, palms upwards, feet 
pointing straight upwards, body and limbs straight, 
and a small pillow under neck and under small of 
back. The right and left legs are abducted alter¬ 
nately, the knees being kept straight. . 

This exercise develops the erector spinas in 
about its lower half, as also certain muscles of the 
! kgs- 

If the abductors and adductors of the thighs 
require development the assistant can use resist¬ 
ance by placing the hand over the lowest part of 
the leg and resisting the movements of the patient. 

(5) Re No. 2 exercise: The B.P. (best possible) 
position may be with the arms at the sides, or with 
one arm at the side and the other straight out from 
the shoulder, or with both arms straight out from 
the shoulders, or with one arm extended alongside 
head and the other arm at the side or straight out 
from the shoulder, or with both arms extended 

1 alongside head. 

The patient having taken up the B.P. position 
standing rises'on the toes, then walks forwards with 
i short steps, making just “the sensation of a 
i weight” on each foot until she reaches the other 
1 end of the room, where she drops on her heels, 
and, if necessary, puts arms at sides. Having 
regained the B.P. position she walks backwards in 
the same way to the place from which she started, 
drops on her heels and puts arms at sides. Up 
and down the room is doing the exercise once. 

The objects of this exercise are to strengthen the 
muscles of the legs and back, to educate the mus¬ 
cular sense (which all the exercises do more or less), 
and to teach the patient to poise the body accu¬ 
rately. 

(6) Re No. 3 exercise : The patient lies on her 
back with the shoulders at the edge of the table. 
The assistant takes the patient’s head in her spread- 
out hands, making a sort of basin of them. The 
patient presses her head downwards, the assistant 
resisting the movement. Having taken the head 
down as far as it can comfortably go, the patient 
brings her head up again to the position from 
which it started. If the muscles at the back of 
the neck require special development the patient 
presses the head downwards and the assistant 
brings the head up ; if the muscles of the front of 
the neck need developing, the patient brings the 
head up, /. e . does not press downwards. 

The object of this exercise is to develop the 
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muscles at the back of the neck, and in front of 
the neck if necessary. j 

(7) Re No. 4 exercise : The patient sits astride 
a form about 10 in. in breadth, in B.P. position, and j 
with the feet on footstools of such a height that the 
thighs are at right angles with the body; the feet j 
should be straight and at right angles with the legs, 
and the legs at right angles with the thighs. The ! 
assistant sits astride the form behind the patient i 
if the form be long enough, or on a chair behind 
the patient if the form be a short one. The 
patient then bends forwards and downwards, and, 
having bent sufficiently, the assistant places her 
hands between the shoulders and resists the patient 
coming upwards and backwards. 

How far is the patient to bend forwards ? As 
far forwards as she can without the lumbar spines , 
becoming prominent. 

How far is the patient to come backwards? If ! 
there be no lordosis, let the patient come back 
beyond the B.P. position, recovering the B,P. I 
position before commencing the exercise again. 
If there be lordosis, let the patient come back to 1 
the B.P. position. 

This is not a head exercise, therefore the chin 
should not be carried towards the chest as the j 
patient bends forwards, nor carried backwards as ! 
the patient recovers the position from which she 

started. i 

1 

The object of the exercise is to strengthen and t 
develop all the muscles of the back ; it also teaches | 
the patient to sit correctly. ! 

(8) Re No. 5 exercise : “ 12 and 3—the breath- 1 
ing done in three’s ” means that the patient is to I 
take three deep breaths in the way to be described ; 
directly, and then to do the abdominal exercise, j 
making twelve deep breathings in all and three • 
abdominal exercises in all. 

The patient lying “on back ” in position already 
described, she first slowly expires as deeply as , 
possible through the mouth; then slowly inspires j 
as deeply as possible through the nose, taking care 
to expand the upper part of the chest as fully as 
she can, so as to properly inflate the air-cells at the 
apices—the bases of the lungs are sure to get ex¬ 
panded. Having inspired as fully as possible, she 
should not hold her breath, as the air-cells are fully 
extended and there would be a tendency to pro¬ 
duce emphysema if the breath be held at full 
inspiration, but she should immediately begin to 


slowly expire until she has again fully expired. 
This is repeated three times. She now breathes 
naturally whilst she does the abdominal exercise. 

The abdominal exercise is done by the patient 
bringing into action the recti abdominis, and so 
flattening the abdomen. She keeps the abdomen 
drawn in whilst she slowly counts twelve aloud. 

The patient then does three more deep breath¬ 
ings, etc. 

If the patient has difficulty in bringing her recti 
into action, this can be greatly facilitated by gently 
pinching the abdominal recti. 

The deep breathing exercise teaches the patient 
to breathe through her nose; it also develops the 
inspiratory and expiratory muscles and enables her 
to obtain control of them. Proper breathing 
develops the lungs and chest and thereby enables 
the patient to purify her blood properly, and hence, 
by sending pure blood to all her muscles, organs 
and tissues, to markedly improve her general 
health. 

The abdominal exercise develops the abdominal 
muscles and thereby enables the patient to hold 
herself correctly when standing, etc., and to 
support the abdominal viscera in the natural way. 

(9) Re No. 6 exercise: The patient sits astride a 
form as already described. She then rotates the 
body to the right and then to the left. 

The assistant, sitting behind her, steadies the 
hips by placing a hand on each hip and resisting 
in the opposite direction to that in which the 
patient is rotating, as the patient must rotate the 
body, but not the hips. The head is not to be 
rotated on its own axis, but simply moves round 
as the body is rotated. 

The object of this exercise is to develop all 
those muscles which are brought into action by 
rotation of the body, and it also helps the patient 
to sit correctly in the upright position. 

(10) Ri f No. 7 exercise: The patient lies “on 
back,” but the legs, from the knees, hang over the 
end of the table. The patient’s arms, in an 
extended position, are carried from the sides 
straight upwards and then backwards and down¬ 
wards till they reach the table j then upwards 

| again, and then forwards and downwards till they 
j are in the position from which she started. The 
assistant holds the arms at the elbows and resists 
the patient’s movements. 

The direction in which the assistant resists is easiest 
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described by saying that the patient always presses 
toivards the table , i. e . the assistant brirfgs the arms 
up, resists their going backwards and downwards, 
again brings the arms up and resists their going 
forwards and downwards. 

This exercise develops especially the muscles 
behind the shoulders and at the upper part of the 
back. 

(ij) Re No. 8 exercise: The patient stands 
with the feet straight and about four inches apart, 
abdomen flat, chest forwards and hands on hips. 

She now rises slowly on to the toes (but not so 
high as to strain the ligaments in the front of the 
foot), and whilst on the toes slowly counts three. 
She then slowly goes down on to the sole of the 
foot, then raises the toes and front part of the 
foot, poises herself on her heels, slowly counts 
three whilst on her heels, and then again slowly 
goes dowm on to the sole of the foot to the position 
from which she started. 

This exercise develops the muscles of the legs, 
and teaches the child to maintain her balance, 
hence develops her muscular sense and her control 
over her muscles. 

(12) Re No. 9 exercise : The patient having 
taken up her position “ on back ” as before 
described, she raises her head a little, rotates it to 
the right, then to the left, and then back to the 
position from which she started, putting head again 
on table. The assistant holds the patient’s head 
lightly, guiding it so that the rotation is done 
correctly. 

The object of this exercise is to develop the 
muscles of the neck. 

(13) Re No. 10 exercise: The patient takes up 
a standing position with shoulders back, abdomen 
flat, feet straight and arms extended outwards 
from shoulders. “ Corks ” mean that she holds 
running corks in her hands. “ Breathing ” means 
expiring as the arms are brought forwards and 
inspiring as the arms are brought outwards. “12 
in three’s ” means that three deep breaths are to 
be taken, then the arms lowered to the sides for 
half a minute, then three more deep breaths, and 
this is to be repeated until twelve deep breaths 
have been taken. 

Whilst the patient is standing with her arms at 
her sides she is to stand correctly, 1. e . with 
shoulders back, chest forwards, abdomen flat and 
feet straight. 


The objects of this exercise are the same as 
when breathing “on back,” but in addition it 
teaches the patient to stand correctly. 

(14) Re No. 11 exercise: The patient lies on 
the face with arms at sides, palms downwards, and 
feet over the end of the table. She then abducts 

; and adducts each leg alternately, raising them 
1 sufficiently high so as not to let the front of the 
j thigh rub along the table, and keeps the knees 
1 stiff. 

The object of this exercise is to develop the 
erector spinae in about its lower half, and certain 
muscles of the legs. 

(15) Re No. 12 exercise: “Massage” means 
that the assistant is to massage the back, or, if a 
weakly child, the whole body, in the way shown 
her by the medical man. 

It is unnecessary here to enter into the value of 
massage. 

(16) Generally speaking one does not give the 
patient twelve different exercises with which to 
commence, but repeats two or three of the most 
beneficial ones, as the particular case requires, 
making twelve exercises in all. 

(17) The amount of resistance to be used by the 
assistant varies entirely according to the strength of 
the patient. 

(18) As the case progresses towards recovery 
the number of exercises “on the table” are 
reduced, and the number “ off the table ” increased. 

In “slighter forms” of lateral curvature it is 
better to commence with a greater number of 
exercises “off the table” than “on the table.” 

In the “ severest kind ” it is often advisable to 
commence by giving all the exercises “on the 
table,” and to make the patient have even five or 
six half-hour rests a day. 

It is also expedient to adopt the following rules : 

(1) The exercises are to be done after breakfast, 
and immediately before bedtime. 

(2) The exercises are to be done in stockings, 
skirt and vest. The vest is to be put on back to 
front, so that the back of the patient can be seen. 

It is essential that the back should be visible 
whilst the exercises are carried out, as otherwise it 
is impossible to know if the patient be in the “ best 
possible ” position. 

(3) All exercises, except breathing ones, are to 
be done in B.P., i.e. in the “best possible” 

I position. 
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(4) All exercises are to be done slowly and 
thoroughly. 

(5) Whilst doing the exercises (other than 
breathing exercises) the patient is to count slowly. 
The reason for making her count is to prevent the 
patient holding her breath, and to make her con¬ 
centrate her mind on the exercise. 

She is also to count in the following manner: 

1, 2, 3, 4, etc.; 2, 2, 3, 4, etc.; 3, 2, 3, 4, etc.; 4, 

2, 3, 4, etc.; and so on, /. e . the index number is 
to be changed each time. 

There are two reasons for this : 

(i) The patient must fix her attention on what 
she is doing, as she is at once detected if her 
thoughts go astray. 

(ii) The patient knows how many times she has 
done an exercise. 

The number of units counted for each exercise 
is immaterial. 

(6) The exercises should usually be continued 
during the monthly period, but modified. 

(7) The improved position is to be maintained 
at all times, whether sitting, walking or standing. 

(8) The correct position for standing, walking or 
sitting is with the shoulders back, chest forward, 
abdomen flat, and feet straight. 

(9) The avoidance of standing “at ease,” i.e. 
with one knee bent. This is one of the most 
important causes of lateral curvature in a weakly 
subject, and usually determines its nature and 
direction. 

(10) The proper relation of the heights of stool 
and desk, so that the patient need neither stoop 
nor reach up whilst writing. The avoidance of a 
cramped position whilst writing. 

December ii th y 1911. 


Mental Symptoms and Contusions of the 
Eye. —E. R. Williams points out that apparently 
trivial eye injuries often cause quite serious mental 
complications, and reports a series of cases illus¬ 
trating this fact. The arrangement of von Merz, 
who first called attention to psychic shock to the 
eyeball, is somewhat modified by the author in the 
following classification : (1) Psychic shock causing 
temporary reduced vision without permanent 
damage to the retina. (2) Surgical or psychic shock 
causing serious retinal lesions with permanent 
decrease of vision. Traumatic delirium. *In eye 
injuries there are symptoms closely resembling 
cerebral concussion and also surgical and psychic 
shock.— Med. Record , vol. lxxx, No. 22. 


ON EPILEPSY.* 

Sy CHARLES H. MELLAND, M.D.Lond., 
# M.R.C.P., 

Senior Hon. Physician, the Ancoats Hospital ; 
Hon. Physician, the Northern Children’s 
Hospital, Manchester. 


Epilepsy is a very common disease. Every 
medical man is bound to see many cases, and in 
hospital practice no sooner does it become noised 
abroad that a doctor is interested in the treatment 
of fits than the supply of clinical material becomes 
almost too great. 

Although one epileptic fit is very much like 
another there is great variety in other features of 
the different cases, and a careful study of them is 
amply repaid. 

Fits commonly make their first appearance either 
in childhood or about puberty. In either case it is 
not unusual to be able to obtain a history of in¬ 
fantile convulsions, which in such cases are to be 
looked on as a manifestation of inborn nervous 
instability. But one must be careful not to draw 
the further conclusion that infants who have had 
convulsions are necessarily likely to develop into 
epileptics, since this is by no means the case. 

When fits come on in later life it is very impor¬ 
tant to bear in mind the possibility of syphilis. 
Other causes for these late fits are alcoholism and 
lead poisoning, the latter acting either by the direct 
effect of the poison on the brain or indirectly 
through the production of granular kidney and 
1 uraemic convulsions. Such a case was very deeply 
impressed upon me many years ago when I was 
House-Physician at the Royal Infirmary : 

A man was brought into the accident room in an 
epileptic fit. He soon recovered, but remained 
somewhat stupid and dazed. He was able to give 
an account, however, that he had had another fit an 
hour or two before, for which he had been taken 
to the Salford Hospital. He had come round 
from this and had been sent out, and had been on 
his way home when the second fit, for which he 
was brought into the Infirmary, had taken him. 
This history seemed to me somewhat unusual, and 
on making further inquiry I found he was a 
plumber, and on getting him to pass water found 
it loaded with albumen. I accordingly admitted 

* A Post-Graduate Clinic at the Ancoats Hospital. 
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him, and in the course of a few days the kidney ! 
condition improved and all the uraemic symptoms j 
passed away. 

Speaking generally* the earlier the onset of the 
fits the greater the interference with the patient’s 
mental development, unless the trouble is effec¬ 
tively treated. Epilepsy may be associated with 
very various conditions of mental development, 
from absolute imbecility to apparently normal 
mentality with few fits and hardly coming under I 
medical care. Some of the greatest men of all j 
time—Caesar, Mahomet, Napoleon—have suffered, 
it is believed, from epilepsy. i 

In the great majority of cases epilepsy is due to ‘ 
defect in the development of the brain of congenital 
origin. In some it is obvious, from the presence 
of associated paralysis, that gross cerebral defect 
is present. The so-called birth palsies, due to 
developmental porencephaly or meningeal haemor¬ 
rhage, and infantile hemiplegia, the result of polio- 
. encephalitis, are very commonly accompanied by 
epilepsy, and in these cases there is nearly always 
some degree of feebleness of mind, varying from 
imbecility to mere simpleness. 

Here is a young man (A. B—■), aet. 18 years, 1 
who started with fits at the age of three. In the 
first one he remained unconscious for three or four 
hours, and after that the fits came on about every 
three months. Between the ages of nine and 
thirteen the fits ceased entirely but he had occa¬ 
sional attacks of petit mal. Then they returned, 
coming on about once a month, when he usually 
had two or three fits at short intervals. But he 
also had minor attacks more frequently—as many 
as five or six every day. In these latter he occa¬ 
sionally falls, but at other times he just loses him¬ 
self for a few seconds and talks incoherently and out 
of place. He has been under my care now for 
two and a half years. Associated with this is a 
right-sided congenital hemiplegia, the arm being 
particularly severely affected. Treatment has pro¬ 
duced much improvement. Coming under treat¬ 
ment in April, 1909, he had two fits in May, then 
none further for nearly six months, when he had 
three fits in October and November on reduction of 
the dose of bromide, and then no more till he 
had a single fit in March, 1910, and another on 
May 2nd—seven fits in the year in place of the 
usual twenty-five to thirty. The minor attacks 
have been less severe and less frequent and he has 


been much brighter and better. Latterly his 
condition has still further improved, the fits have 
almost entirely ceased, and only occasional attacks 
of petit mal remain. 

Here is another patient (C. 1 )—) who has had 
fits regularly since six years of age at intervals of 
about five or six weeks, though he has gone as long 
as three months. He has frequent minor attacks in 
addition, in which he feels as if a fit were coming 
on without its actually developing. At four years ot 
age he was in convulsions for nine hours, and since 
then his right arm and leg and the right side of 
his face have been partially paralysed, the attack 
being no doubt one of acute polio encephalitis. He 
got up to Standard IV at school, reads, and writes 
fairly well with his left hand. Treatment was 
begun on November 16th, 1908. He had a fit on 
1 December 1st, another on December 7^, an< ^ then 
no more till April 7th, 1909—an interval of four 
months. He had another on May 23rd and another 
on June 24th, the latter as the result of a mental 
! upset. Then no more till February 2nd, 1910 
' eight and a half months—and since then no further 
fits. He has a good many of the slight attacks 
petit mal . He will have ten or twelve over the 
course of a day or two, and then as a rule no more 
for ten days or a fortnight, and then another series. 
They are less frequent and slighter than they were, 
but show now no tendency to further improvement 
or to disappear with continued treatment. 

Although the tendency to fits is in so many cases 
congenital or acquired in early childhood the 
actual occurrence is often determined by peripheral 
causes of irritation . Adenoids, phimosis, worms, 
and above all constipation are common determining 
causes. Occasionally we may be fortunate enough 
to meet with cases in which the removal of the 
determining cause cures the disease. Patients 
1 themselves often recognise that they are more 
j liable to have the fits if they allow themselves to 
get constipated—due no doubt to the absorption 
of irritating products of decomposition from the 
bowel when abnormal putrefaction is going on. 

1 Recent observation has shown that if systematic 
| estimations of the amount of indican in the urine 
of epileptic patients is made the amount rises in 
I nearly every case shortly before the occurrence of 
I a fit. 

1 Chill may determine the occurrence of a fit by 
| checking the excretionsjof toxic substances by the 
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skin ; also psychical irritation, as excitement, 
fright or worry. 

When I was House-Physician at the Manchester 
Royal Infirmary I was called out of bed in the 
early hours of the morning to see a man who had 
been brought from the police cells. He was a 
pickpocket; the story was that he had snatched a 
gentleman's watch and made off with it. However, 
chase was given and he was overtaken, and just as 
he was being seized he fell down in a fit, which the 
police were inclined to think was a sham one. 
However, he seemed so queer when in the cells that 
he was brought round to the Infirmary for advice. He 
was obviously in a dull, heavy, post epileptic con¬ 
dition, but the point of special interest was that he 
was absolutely aphasic, and when he had come 
round a little he was able to explain on his 
fingers that he was always dumb for a while after 
the fits. After a while I said he was well enough to 
go home, and he was led out of the Accident Room 
gesticulating wildly and spelling out vigorously, 

“ Home, home, not prison," without any effect I 
am afraid on his escort. 

It is very common for women to have the fits 
shortly before or about their menstrual periods. 

There are two main types of epileptic seizures, 
grand and petit mat , or major and minor epilepsy. 
Combinations of the two are very common, and it 
often happens that attacks which start as minor 
-epilepsy subsequently develop into the major 
form, whilst on the contrary under successful 
treatment this state of things may be reversed. 

There is no need for me to describe to you an 
attack of major epilepsy ; once seen there can be no i 
further doubt. But it is sometimes difficult from 
mere description to distinguish it from a hysterical 
fit. The dark colour of the face, biting of the 1 
tongue, passage of urine, and injury are all features 
strongly suggesting epilepsy. Nocturnal fits are 
mostly epileptic, though occasionally hysterical. 

The aura—the peculiar sensation that precedes 
the fit—may be of infinite variety, but it is common 
to find that in any one case the aura remains the j 
same in the various fits. It may be completely 
absent, anil from the practical point of view this is I 
always unfortunate, since, owing to the absence of 
warning, accidents are much more likely to occur, j 
or it may be much prolonged as in a case under 
my care at present. In him the aura, which takes 
the form of a spot of light in front of the eyes, j 


lasts for half an hour or more, and warned by it he 
will leave work and turn up in the Accident Room 
and have his fit in comfort, or by lying down when 
he arrives and having a good dose of bromide he 
may ward it off entirely. 

The patient usually goes into a state of torpor 
after the fit; there is occasionally transient para¬ 
lysis, or a maniacal condition may supervene. 
Aphasia is occasionally met with as in the case 
already described. 

Minor epilepsy .—Patients not uncommonly de¬ 
scribe two varieties of petit mat\ In the one they 
turn dizzy for a few seconds and may actually fall, 
but have no, or only momentary, loss of conscious¬ 
ness ; in the other there is distinct loss of con¬ 
sciousness for a few seconds, often with the 
performance of certain automatic acts. One of 
my patients usually begins to get undressed; 
another I saw in Strangeways gaol when he was 
undergoing a short term of imprisonment for 
making water in the open street. He was an 
epileptic, and I haven’t the least doubt that his 
offence was a simple epileptic automatic act. 
There is occasionally substitution of acute maniacal 
attacks for petit mal. In one case a patient suf¬ 
fered from slight attacks—so slight as not to inter¬ 
fere with his holding a very excellent position as a 
bank manager. But after years of this and appa¬ 
rently without any warning he developed mani¬ 
acal attacks, in one of which he nearly strangled 
his doctor, a friend of mine ; so that even the 
slightest case is not proof against the development 
of acute mania, though the occurrence is not 
common. 

Attacks of petit mal are often wrongly regarded by 
the patient or friends as faints, and heart trouble is 
suspected ; and again they are not always easy of 
diagnosis from hysteria and even from migraine. 

Prognosis and Results of Treatment . 

The prognosis should always be guarded : never 
promise to cure ; always hold out confident promise 
of relief. There is always difficulty in securing the 
prolonged attendance that is necessary for a satis¬ 
factory result. Either the patient is disappointed 
at the slow progress, or else he improves so much, 
as is not uncommon, in the earlier part of the treat¬ 
ment, that he fancies he is well and stops coming 
to his doctor, with most unsatisfactory results. 

Now what can one do by means of drugs? The 
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bromides are still our sheet-anchor : 6o to 8o gr. 
of potassium bromide in the day is usually required, 
occasionally ioo gr. I rarely give more than this, 
and have not made use of the very large doses that 
have been advocated by some which keep the 
patients in a heavy somnolent condition and often 
seriously interfere with their nutrition. With the 
doses I have mentioned the fits are usually much 
diminished in frequency or are cut short entirely. 
After a while the tissues seem to become inured to 
the bromide, and its effect is enhanced if it is 
stopped for three or four days and then re-started. 
It is, however, useless to stop the administration 
entirely, even if the fits have ceased or become 
very infrequent, for a very long time, some one and 
a half to two years, since the fits are absolutely 
certain to recur. The dropping-off process must 
be very gradual, and if the fits become more fre¬ 
quent the doses must be again increased. 

I have tried the mixed bromides of potassium, 
sodium, and ammonium, but without satisfying 
myself that they have any advantage. The addi¬ 
tion of small doses (5 gr. three times a day) of 
antipyrin has given good results in some cases, 
though I have not tried it enough yet to get 
conclusive results. Another detail in the treatment 
is the deprivation of common salt. Since the 
bromides act, almost certainly, by entering into 
combination with the protoplasm of certain nervous 
structures, it seems likely that if other halogen salts 
are deficient the protoplasm will have its affinities 
for the bromide increased, so that it will be taken 
up with greater avidity and the effects will be more 
pronounced. Sodium bromide may be given to 
use in place of the common salt ; its taste is prac¬ 
tically identical, and in a quantity of two or three 
drachms in the week taken with the food it en¬ 
hances the effect of the potassium bromide. 

Potassium bromide is best taken freely diluted. 
The dose prescribed in a mixture may be directed 
to be taken in half a tumblerful or more of water. 
The effect seems to be increased, the stomach is 
less upset, and the tendency to produce acne is 
lessened. Three or four-minim doses of liq. 
arsenicalis also help to prevent acne and also serve 
as a general tonic adjuvant, thereby obviating some 
of the depressing effects of the bromides. For a 
similar reason one gives the glycerophosphates, the 
syrup glycerophosphatis co. in 5j doses serving as 
a general nerve tonic. 


I commonly add ten- to fifteen-drop doses of 
tinct. jaborandi to the patient’s medicine with the 
; object of keeping up the action of the skin. This 
is particularly necessary if belladonna is being 
1 tried as an adjuvant— tbis being the drug which in 
Trousseau’s experience, before the introduction of 
| the bromide treatment, was the least unsuccessful. 
However, I cannot say that I have seen much 
benefit from it, nor from that other allied nervous 
sedative, hyoscinje hydrobromide, which I have 
given in doses of to g r * three times a day. 
I have given a trial to borax in 8 to 15 gr. doses 
but have not had much success from its use. 

In addition to all these it is important to keep 
the bowels acting regularly and also advisable to 
diminish the amount of meat eaten or even stop it 
entirely. The value of this depending in all 
probability on its likelihood to give rise to putre¬ 
factive products. 

The result of treatment .—Attacks which have 
been daily or even more frequent may be kept off 
for weeks or months. Major attacks may be re¬ 
placed by minor. 

Generally speaking the improvement in cases 
with petit mat is less marked than incases of grand 
mal. It has been suggested that petit mat leads to 
more rapid mental deterioration, and if this were so 
a treatment which substituted minor, attacks for 
major would be disastrous, but my experience has 
been that the suggestion is not true, and there need 
be no fear on this point. But mere lessening of 
the number and severity of the fits, though a very 
desirable result, is not in itself everything. Apart 
from feebleness of mind, which I have already 
touched upon, most epileptics show a peculiar 
mental disposition. There is a sense of inferiority 
amounting at times almost to one of persecution ; 
a feeling that they are different from all other 
people and are out of touch with their environment. 
And herein lies the great value of “ colony ” treat¬ 
ment. In a “ colony ” the epileptic, instead of 
feeling that he is an outcast in a world of strangers, 
feels that he is one among a group of friends who 
1 are sympathetic because labouring under the same 
affliction. Epileptics show consideration and 
sympathy for each other’s weaknesses. I have 
been told that in asylums, where many of the 
patients may be epileptic, if a patient has a fit it is 
the other epileptics who go to his assistance. In 
the little world of the “ colony ” he is like all the 
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rest in it, and is no longer out of touch with his en¬ 
vironment. But apart from “colony” life some 
psychical treatment is available. There is the need 
for pressing on the patient due occupation of his 
mind so that morbid introspection is avoided, and 
the taking up of various interests and hobbies. 
Epileptics are often constrained and morose and 
a constant effort is necessary to induce them to 
take a more cheerful view of things, and un- | 
doubtedly the strongest lever is the improvement J 
in the character of the attacks and in the general [ 
health which result from successful treatment. 
Particularly marked is the psychical effect of getting 
back to work, coupled as it is with the idea of being 
some use in the world. Work in the open air is 
particularly beneficial, such as farming and market- | 
gardening, and such congenial work under super- j 
vision constitutes a leading factor in the success of j 
“ colony ” life. 

This girl (E. F—) whom I have brought to show 
you is a striking example of the psychical improve¬ 
ment under treatment. She is now set. 18 years 
and has been under my care for about two years. 
She had her first fits at four years of age and has 
never been free for any length of time since then. 1 
They have been almost wholly nocturnal, coming 
on every night, always more than one during the I 
night, and she was severely convulsed, “ so as to 1 
shake the whole room.” She is decidedly “ simple ” 
mentally, very slow in thought and speech. Her 
observation is quick and dependable, however, and 
she can read and write fairly well, but it is only 
recently that she has learned to distinguish between 
a florin and half a crown, and she cannot be 
counted upon to calculate change correctly. She 
was decidedly morose, in disposition, and became 
very querulous because her mother put her to do 
some work about the house; was indeed very un¬ 
grateful and perverse and disposed to impose on 
her mother’s kindness and care. 

After two months’ treatment the fits became 
fewer, not every night, and with little if any con¬ 
vulsion—“like a swoon,” the mother described 
them, lasting about ten seconds, and often able to 
be warded off by an effort of will. After two 
months more she was still having two or three very 
slight fits most nights but was being very useful to 
her mother about the house. She was much more 
natural and more intelligent. The seizures got 
steadily less frequent and less severe; finally there 


was no loss of consciousness—the mother described 
her as “just giving a sigh.” Then for two months 
she was wholly free from any fits, even the slightest, 
and started going to work in a ready-made clothing 
warehouse. 

During the past year the fits, though still occasion¬ 
ally occurring, particularly on first awakening in the 
morning, are so slight as to be practically negligible, 
though for a few weeks in August she had a few 
rather more severe, and even one or two in the day¬ 
time at work, but since then she has been better 
again. She is now working regularly, earning 5 s* 
a week, happy and comparatively self-reliant, and, 
as you see, looks perfectly healthy and bright. 

December 11 th , 1911. 


Insurance during Pregnancy.— Tissier thinks 
that insurance of a pregnant woman should be 
postponed until the termination of pregnancy. 
There can be no reason for haste in the matter on 
the part of the insurance company, for an insurance 
policy is a contract made for a long term of years, 
while a few months decide the course of pregnancy. 
Of course, pregnancy introduces certain well-marked 
difficulties in prognosis. Moreover, the physical 
examination of a pregnant woman is never very 
satisfactory, as many temporary changes take place 
in the organs. The applicant, too, is better served 
if termination of pregnancy is awaited, because 
many functional disorders occurring at that period 
imitate acute organic or chronic functional disease. 
In case all these objections do not outweigh some 
other reasons for insuring a given pregnant woman, 
in case of primiparae, at least, such reasons should 
not be allowed to outweigh the risks taken. In the 
case of multipart a careful history of preceding 
pregnancies should be obtained. Any cause for 
which one may* hesitate to recommend a non¬ 
pregnant woman for insurance should, in case of 
pregnancy, be looked upon as a reason for non¬ 
admission for insurance.—“ Proceedings of the 
Third International Congress of Insurance Physi¬ 
cians,” Med. Record , vol. lxxx, No. 22. 
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A CLINICAL LECTURE 

ON f 

ENUCLEATION OF THE TONSILS.* 

By DAN McKENZIE. M.D., F.R.C.S.E., 

Assistant Surgeon, Central London Throat and Ear 
Hospital. 

Tonsillectomy versus Tonsillotomy as 
the Routine Operation. 

With one of the methods of operating upon en¬ 
larged tonsil—tonsillotomy—everyone is familiar. 

It has been practised for many years, and is safe, 
rapid, and easy. For some time past, however, j 
criticisms have been levelled against tonsillotomy 
as being an incomplete and ineffective procedure, 1 
and a movement of opinion in favour of the entire 
removal of the tonsil and its capsule—enucleation 
or tonsillectomy—is growing in strength all over 
the surgical world, and bids fair to relegate the 
partial operation to the limbo of the effete and old- 
fashioned. 

Surgical opinion is not always the result of clear 
and precise scientific reasoning. Indeed, it often 
manifests rather the characteristics of blind demo¬ 
cratic impulse, under the pressure of which even I 
the leaders of surgical thought may break away 
from their moorings. Is it possible that we are 
about to witness such an involuntary and un¬ 
scientific drift in the matter of the tonsil operation, 
or can we cite for enucleation advantages so con¬ 
siderable that we may justly acclaim it as the one 
and only method of operating on the tonsils worthy 
of modern surgery ? 

Removal of the tonsils has usually been regarded 
as the same kind of operation as removal ofadenoids. 

It is true that both operations are t)ften performed 
at the same time. But when we come to analyse 
our reasons for the operations we discover a curious 1 
inconsistency in our behaviour which is rather 
difficult to defend. We generally operate on 
adenoids in order to remove an impediment to 
respiration. But this is not the sole reason for 
removing adenoids. Nor, indeed, is it always the 
prime reason. For the presence of adenoids ex- 

# Delivered at the Medical Graduates’ College and 
Polyclinic. 


poses the patient to frequently recurring attacks of 
septic infection—“catching cold,” “catarrh,”— 
which may lead to suppuration in the ear, bron¬ 
chitis and many other troubles. Now, experience 
has shown us that nothing less than the obliteration 
of the adenoid masses in the naso-pharynx is 
needed to eradicate for all time this tendency to 
recurrent sepsis. Consequently we are careful to 
make our adenoid operation as radical as possible. 
And this decision is strengthened by the knowledge 
that incomplete removal of the adenoid vegetations 
favours their re-appearance. When, however, we 
turn to the tonsil operation, as hitherto practised, 
an unaccountable discrepancy appears in our 
practice. In spite of the well-known fact that the 
tonsils, by reason of their proximity to the ever- 
septic buccal cavity, are really more liable to acute 
infections than adenoids j in spite of the fact that 
chronic septic absorption from enlarged tonsils is 
the rule, as an examination of the lymphatic glands 
at the angle of the jaw will show ; in spite of the 
fact that partially removed tonsils not infrequently 
enlarge again, all that we do is to slice off that part 
of the tonsil which projects beyond the edge of the 
faucial pillars, leaving the buried stump behind un¬ 
touched. 

In short, the reasons for entirely removing tonsils 
are actually stronger than the reasons for entirely 
removing adenoids. And yet, although we deal 
radically with the adenoids we only deal half¬ 
heartedly with tonsils. Surely a grave inconsis¬ 
tency ! 

Logic, then, forces us to admit that the sole 
operation worthy of modern surgery is enucleation 
or tonsillectomy. 

This is a strong statement, though not a bold 
statement in view of the trend of recent opinion to 
which I have already alluded. But as a statement 
of the position it isopen to some qualification. In 
comparing the tonsil operation with the adenoid 
operation we must go a step further before we can 
look upon our presentation of the argument as 
complete. A radical adenoid operation is no more 
difficult and no more serious than an incomplete 
1 adenoid operation, but on the other hand tonsil¬ 
lectomy is necessarily more serious than tonsil¬ 
lotomy. When we enucleate a tonsil the wound we 
inflict is deeper, and therefore more open to serious 
infection than that left after slicing a tonsil through. 
Moreover, the defenders of the partial tonsil opera- 
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tion can point to thousands of patients who have 
never required any further attention after one simple 
tonsillotomy. 

There is a third objection sometimes urged 
against enucleation, an objection which is, however, • 
in my opinion, purely fanciful. It is assumed that 
the tonsils subserve some individual and peculiar 
function in the economy, and that, therefore, their 
complete excision is objectionable because it will 
abolish that function. This is an assumption for 
which there is not an atom of evidence. There is 
no reason to suppose that the tonsils are anything 
more than naked lymphatic glands, the functions 
of which can be taken over by the other lymphatic 
glands in their neighbourhood should the need 
arise. And this conclusion is proved by the fact 
that enucleation is not followed by any signs or 
symptoms indicative of the withdrawal of any 
special function—such as the supply of an internal 
secretion. We are thus left face to face with the 
first two considerations, namely that tonsillectomy 
is a more severe operation than tonsillotomy, and 
that tonsillotomy has proved to be quite sufficient 
in the great majority of cases. 

Does the possibility of continued trouble in a 
minority of cases justify us in adopting the graver 
operation as the routine procedure ? The answer 
to this question is that our practice must depend 
upon circumstances, and the dominating circum¬ 
stance is the skill of the operator. This I say 
advisedly. No medical man who is unaccustomed 
to the manipulations necessary for the ordinary 
operation should attempt enucleation. I am not 
speaking solely under the guidance of the imagina¬ 
tion. I have had patients brought to me in whom 
gauche attempts at tonsillectomy had resulted in 
serious cicatricial narrowing of the faucial isthmus, 
although the tonsils still remained in situ and intact, 1 
blissfully unconscious, like the young man in 
Nathaniel Hawthorne’s ‘ Fantasy/ of the fate that 
had hovered over them and then passed them by. 
It is true that we can only learn by practice. But 
the way to learn to enucleate the tonsils is, first of 
all, to acquire dexterity in performing the simpler 
operation. This done, enucleation will prove to 
be free from difficulty, and the operator can then 
confidently practise enucleation in every case, save 
when there is some special reason for preferring 
tonsillotomy. 


Tonsillectomy as the Operation of 
Necessity. 

So far we have been weighing the two opera¬ 
tions, the one against the other, as routine 
procedures, and on the whole the argument has 
gone in favour of the radical operation. Now it is 
my duty to call attention to the fact that there are 
several varieties of tonsillar disease in which we 
have no choice and in which tonsillotomy is futile 
and tonsillectomy imperative. They are as follows : 

(1) When the patient has been the subject of 
attacks of lacunar tonsillitis or peritonsillar abscess 
(quinjy), both of them acute septic infections, or 
when chronic septic states have caused symptoms 
of systematic troubles such as rheumatism, then 
nothing less than enucleation will ensure a cessa¬ 
tion of the trouble. Tonsillotomy is useless. 

(2) When the tonsils are buried deep within the 
faucial folds enucleation is preferable, because the 
tonsillotome cannot reach the ultimate depths of 
the gland, and may, indeed, only shave off the 
surface. 

(3) When a person is suffering from tuberculous 
cervical glands the tonsils should be enucleated, 
even if they are not enlarged, because it has been 
shown that in these cases the tonsils frequently 
share in the tuberculous disease, and that they are 
then smaller than normal. 

(4) When tonsils have been previously operated 
on and have “grown again,” as the popular saying 
is, we must enucleate if we wish to spare our 
patient the ordeal of one or more subsequent 
operations. According to Seccombe Hett, the 
germinal layer of tonsillar tissue lies close to the 
capsule, and it is, therefore, unaffected by operations 
which merely slice through the gland. 

(5) In what may be called the “irritable tonsil ” 
of adults, which is often associated with chronic 
pharyngeal catarrh, enucleation is called for. 

In these contingencies, then, enucleation is the 
operation demanded. In the other cases, which 
form the majority, tonsillectomy is preferable, 
though not, perhaps, imperative. 

Description of Enucleation. 

We shall now proceed to discuss the operation 
of enucleation, which consists, as I hav^ already 
said, in removing the gland in its capsule, tonsillar 
tissue and crypts entire* 
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Now there are a great many different methods of 
performing enucleation, all of which have their 
devotees, and all of which are reliable when faith¬ 
fully carried out. Some surgeons use a knife, 
others scissors, others, again, scissors and snare, 
and so on. Special forceps have been devised for 
holding the tonsil, and the number of tonsil 
enucleators is almost legion. That bearing my 
name is said to answer the purpose well enough. 

I propose to describe the operation as I 
generally perform it, and while some advantages 
may be claimed for this particular method, I do 
not wish to claim that it is the best method, or 
even the most popular method, of performing the 
operation. It is the plan I have hammered out 
for myself, and I can confidently recommend it to 
be as good as any other. 

As regards anaesthesia, chloroform or the nitrous 
oxide-ether sequence is necessary. It is true that 
in children with large tonsils it is possible both 
to enucleate tonsils and to remove adenoids as 
well after a single adminstration of ethyl chloride. 
But in all other cases a longer anaesthesia is 
preferable. 

Local anaesthesia is commonly employed, but it 
is open to one serious drawback, that, namely, of 
encouraging reactionary haemorrhage. The use of 
ether cocaine or adrenalin is rapidly followed by a 
blanching of the tissues with which the drug is in 
contact, a state of local anaemia which an hour or 
two afterwards is followed by a reactionary 
hyperaemia from paralysis of the walls of the 
blood-vessels. During this period of reaction 
haemorrhage is prone to occur, and it is a haemor¬ 
rhage which is very difficult to control. For this 
reason general anaesthesia is to be preferred. 

The patient being under a general anaesthetic, 
then— 

(1) The tongue is held down with a tongue- 
depressor, and, under good illumination, the tonsil 
enucleator, with its concave surface towards the 
operator, is slipped between the anterior faucial 
pillar and the tonsil, and is swept, first downwards, 
in order to separate pillar and plica triangularis 
from the tonsil, and then upwards towards the 
upper pole of the gland. This incision should 
open into the extra-tonsillar fascial plane. 

(2) The enucleator is now turned so that its 
convex surface is towards the operator, and is 
re-introduced into the wound just made. The 


curve of the enucleator favours its passage round 
and over the upper pole of the tonsil, which is 
separated from its surroundings by sweeping 
incisions and movements. The upper pole having 
been thus freed the tonsil begins to sag away from 
1 the pharyngeal wall towards the pharynx. 

(3) Next we continue the separation first of the 
j body and then of the lower end of the gland with 
short tearing cuts. The tonsil is now attached at 
1 its lower end only, and tends to become entirely 
I dislocated from its bed and to lie over on the 
dorsum of the tongue. We then pass the guillo¬ 
tine (the snare, or whatever you please) over the 
tonsil, and holding it low down and nearly 
horizontally, snap the blade home. The tonsil is 
I out. 

A sponge on a sponge-holder is now placed in 
the bleeding tonsillar fossa, and held there by an 
assistant while the tonsil of the other side is 
enucleated. As a rule forceps to pull out the 
j tonsil are not required. Sometimes, however, 

' when the tonsil is small and flat, forceps are useful 
I and save time. Tilley’s are perhaps the best. 

I According to this method one removes the 
! tonsil entire with little or no damage to the pillars 
| and plica, and with a minimum of injury to the 
! constrictor muscle. Other methods tend to injure 
the plica, the pillars, or the muscle unduly, and so 
are not free from drawbacks. My method has 
also the great advantage of rapidity, and it is easy 
to learn. Still, when all is said and done, probably 
every man has his own way, and as long as he 
gets the tonsil out and does little damage, his 
method is good. Several operators report that 
they are able to enucleate with the guillotine 
alone. 

The important point in the operation lies in 
reaching the proper plane. If the instrument 
does not go deep enough the tonsillar tissue will 
be ploughed through and the operation will be 
incomplete. In other words, a simple tonsillotomy 
will be the result. On the other hand, if the 
instrument goes too deep the superior constrictor 
muscle will be unnecessarily damaged. It is, as a 
matter of fact, impossible to enucleate the tonsil 
without cutting through some muscle-fibres, for 
the very good reason that there are a few fibres of 
the superior constrictor inserted into the lower 
part of the tonsillar capsule. But the muscle 
severed should be limited to this part. • There 
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should not be any muscle adhering to the upper 
part of the tonsil when we come to examine it 
after removal. If there is, the dissection has been 
carried too deep. Here we are led to consider 
another point. Not infrequently it is said that to 
remove the tonsils of a trained singer is liable to 
weaken the voice. This statement is sometimes 
regarded as a pure superstition. But in one of my 
cases of enucleation a quite appreciable weakening 
of the voice followed the operation. And, indeed, 
such a sequel is easy to understand. Granted 
that a singer has learned to produce the voice 
satisfactorily in spite of the enlarged tonsils, and 
that the tonsils are diminished by the simpler 
operation—tonsillotomy—this will alter the shape 
of the resonating cavities, and so the conditions 
under which the patient has learned to produce 
the voice, and it will be necessary for him 
to modify his habits of voice-production to suit 
the altered circumstances. Now when the tonsils 
are enucleated not only is the shape of the 
resonating cavities altered, but the muscles which 
actuate the pharynx, and to some extent the 
larynx, are also interfered with. And if the 
operation has gone too deep the interference 
may be rather serious. At the same time, the 
consequent weakening of the voice is usually only 
temporatory. A few weeks’ practice generally 
restores its vigour, and, indeed, it may actually be 
improved in quality. The important point is 
this, that singers are very susceptible of suggestion, 
and the shock their confidence sustains when they 
find their voice quavering may induce permanent 
psychical effects, the result of which may be a 
persistent sense of vocal weakness. For these 
reasons it is advisable not to operate on a singer 
unless the necessity is great and the health 
seriously threatened, and the psychical element in 
the case should be anticipated and discounted by 
* clearly warning the patient to expect some 
transient phonatory disability after the operation. 

In addition to this possible source of trouble 
after operation there are two others which must be 
mentioned. 

The first of these is sepsis . It should never be 
forgotten that we have to operate through a septic 
cavity, the mouth, and we should therefore get it as 
clean as possible before the operation. Carious teeth 
should be extracted or sealed up; pyorrhoea alveo- 
laris should be cured, or, at least, its virulence 


j minimised, by appropriate treatment. To operate 
1 in the presence of either of those diseases i& to 
expose the patient to needless risks. If, after a 
tonsil operation, the pharyngeal wound becomes 
septic—red, inflamed and offensive, with more or 
less pyrexia—the fault lies with the surgeon. You 
will often hear it said that those septic throats are 
i due to bad drains or smells in the house. That 
is wrong. The sin is the surgeon's, and not the 
plumber’s. The bad drains are in the patient’s 
* mouth. 

Sepsis after this operation is seldom so severe 
1 as to menace life. But I have known death result 
, from it. 

! The second possible source of trouble is from 
hemorrhage. We have already alluded to the risk 
of haemorrhage after cocaine or adrenalin, but 
severe bleeding may, of course, occur after general 
I anaesthesia, although in my experience it is less 
frequent. 

The bleeding attendant upon tonsil operations 
aUvays seems to be very free, but as a matter of fact 
the quantity of blood lost measures only a very 
few ounces, and, as a rule, it soon stops spon¬ 
taneously. It may, however, continue, or it may 
cease and break out again a few hours later, and 
we must* be prepared to deal with it. Let me 
; give you a hint of great value in this connection. 
Do not let your patient lie on his back after the 
operation, If you do so and bleeding is going on, 
the blood will trickle down the oesophagus into 
the stomach, and the bleeding will ,not be dis¬ 
covered until the patient vomits a pint or two of 
black blood. Always, therefore, lay your patient 
; well on one side with the face prone, and place a 
small basin under the mouth and nose, so that all 
! the blood that is shed will run out by the mouth 
i and be seen. 

I How are we to tackle haemorrhage from the 
tonsillar area? If it is continuing and shows no sign 
of spontaneous arrest, inspect the throat with a good 
light in order to see which of the tonsillar wounds 
| it is that is bleeding. Then apply sponge-pressure 
through the mouth to the bleeding surface. The 
| sponge should be charged with hydrogen peroxide 
| solution and fixed on a long sponge-holder, and 
j passed into the throat from the opposite angle of 
| the mouth so that the shaft of the sponge-holder 
I crosses the buccal cavity obliquely. The sponge, 
which, by the way, should be a small one, sinks into 
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the bleeding tonsillar fossa, the faucial pillars come 
together over it, and neither retching nor gagging 
takes place. In this way pressure may be con¬ 
tinuously kept up fora considerable time, with very 
little discomfort to the patient. If the sponge- 
holder is introduced along the same side of the 
mouth as the bleeding area tlie pressure will not be 
applied directly upon the spot, and the sponge will 
not sink within the pillars, but will project more or 
less into the pharynx and set up intolerable retching 

The pressure applied from within may be assisted 
by counter-pressure externally behind the angle of 
the jaw. 

Haemorrhage sometimes resists this method. In 
such grave cases the occurrence of syncope often 
brings the flow to a standstill, but I do not recom¬ 
mend you to rely upon this remedy of Nature. It 
is better to anaesthetise the patient and to search 
for, catch up and tie any bleeding points that can 
be found, or failing that, to stitch the faucial pillars 
together over a fold of gauze. The last resort is 
ligature of the external carotid artery, but this i» a 
measure which is very rarely required. 

December II th , 1911. 


Constipation from Motor Insufficiency of 
the Stomach. —Ageron says that the Rontgen 
rays revealed disturbances in motor functioning of 
the stomach as the probable primal and chief cause 
of constipation in an astonishingly large propor¬ 
tion of cases. He presents evidence to prove that 
the faeces are moved along by an impulse proceeding 
from the stomach ; one argument for this is the 
desire to defaecate which was experienced ten or 
fifteen minutes after breakfast—never before—in a 
group of persons taking a test diet for several 
weeks. The filling of the stomach and its evacua¬ 
tion are evidently the factor which starts the 
defaecation process. Coarse foods to promote 
intestinal peristalsis should be avoided until the 
atonic stomach can be trained to take care of 
them. The supply of fluids should be of a kind to 
stimulate bowel peristalsis, and they should be 
given at the time when the stomach can pass them 
along most readily, that is, before retiring and 
before rising in the morning. During the day 
little fluid should be taken with or between the 
meals. He advises exploratory lavage of the 
stomach to determine whether solids or fluids are 
passed out of the stomach most readily in the 


individual case, but in the majority of cases he 
finds beneficial the routine ordering of a pint of milk 
or thin oatmeal gruel on retiring and before rising 
in the morning. The reclining position in bed, 
i especially with the pelvis raised, materially facili- 
i tates the emptying of the atonic stomach. I^axa- 
j tives and laxative foods aggravate gastrogenic 
! constipation ; the insufficient stomach is unable to 
I expel them at the proper time, while their putrefac- 
j tion and fermentation generate gases which distend 
I the intestines and in turn render the bowel insutfi- 
| cient. The induced electric current applied to the 
1 stomach is often a valuable adjuvant, but mineral 
! waters distending a stomach with motor insuffi- 
! ciency are liable to do more harm than good. It 
| is remarkable, he adds, how the Rontgen rays 
confirm his views in regard to the close connection 
! between the emptying process in the stomach and 
the impulse for expulsion of the bowel content at 
the other end of the intestinal tube. The whole 
procedure is seen with rontgenoscopy to form a 
single process, just as he had concluded from his 
clinical experience and theoretical premises before 
| the rays were applied, and as has been confirmed 
j by his success in conquering constipation due to 
! this cause by measures addressed mainly to the 
j stomach. He adds that the preparations of agar- 
• agar, advocated as ballast for bowel functioning, 

| load down the stomach and are not passed along, 
while buckwheat porridge (Buchweizengriitze), 
thoroughly cooked, with butter, answers the same 
purpose and is readily evacuated by the stomach, 
according to his experience.— Journ. A.Af.A ., vol. 

Ivii, No. 22. 

1 

i 


Salvarsan in Syphilis of Heart or Vessels. 

—Weintraud gives in tabulated form the details 
of thirty-eight cases of syphilitic cardiovascular 
disease in which he gave salvarsan. Ehrlich has, 
warned against administering salvarsan when the 
heart or vessels are below par for any reason, but 
Weintraud has never had any mishaps from this. 
The youngest patient in whom the syphilitic 
aortitis was diagnosed was thirty years old, and the 
intervals since infection ranged from three to forty 
years. All have been in comparative good health 
since the injection of salvarsan, except one who 
has died recently from cerebral haemorrhage.— 
Journ. A.Af.A ., vol. Ivii, No. 22. 
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! HEADACHE IN CHILDREN.* 

By HUGH T. ASHBY, B.A., M.D.Cantab., 
M.R.C.P.Lond. 

The symptom of headache is such a common one 
that I feel no apology is needed for making the 
subject of headaches in children a paper this 
evening. It is, however, on account of headaches 
being so common, and at the same time so obscure 
in their origin in some cases, that the subject is of 
real importance. 

There is probably no symptom of ill-health more 
frequently met with than headache. It forms one 
of the parts in the early stages of most of the acute 
.organic disorders, and it is a frequent accom¬ 
paniment of chronic disease. It is also a very 
characteristic and constant symptom in many of 
the functional diseases. 

In some of its distinctive types it constitutes 
the prominent feature of an illness, and guides us, 
often with certainty, to the correct recognition of 
| the cause of a disease. 

[ A complaint of headache in a child should 
! always receive attention, especially if the headache 
| is repeatedly complained of or if it is at all constant. 

( Headache is, however, not very common, or at 
least not easily recognisable, till about the age of 
four or five years. 

Before this age the child is notable to appreciate 
what headache is—or at any rate not able to say— 
that it has a pain in the head. 

It is quite evident that infants and young 
children do, however, suffer from headaches from 
the way they will bang and beat their heads with 
their hands in ear disease—a sign, I think, that 
must mean that the child has a good deal of 
headache. As the child grows older headache is 
more common, and it is specially frequent near 
puberty, the reason being, I think, that headache is 

* Delivered before the Manchester Medical Society. . 
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commonly associated with anaemia and chlorosis, j brain coverings, such as a blow on the head, or 
both common at this age. disease of the bone itself, generally tubercular in 

Like adults some children are more liable to j children. Under this heading is also included the 
headache than others, and we are all familiar with diseases of the meninges, such as meningitis 
those much-to-be-envied persons who boast that they i Secondly , there are the reflex headaches, most 

have never had a headache in their lives, and this commonly ocular, from slight errors of refraction, 
natural immunity from headache is an illustration ! or nasal, from an acute rhinitis, or dental, 
of the immense importance of the constitutional Thirdly , the toxaemic headaches from constipa- 

cause in the production of headache. tion, fevers, etc. 

A neurotic or highly strung child will much Fourthly , from increased intra-cranial pressure, 

sooner complain of headache than a healthy child, i under which is included cranial tumours, migraine, 
a fact worth bearing in mind in examining a child | epilepsy, etc. 

subject to headaches. ! Fifthly , and lastly, the neurotic headaches. 

Headache is common in rapidly growing children, i One of the most common causes of headache, and 

who are, to use a lay expression, “ outgrowing their | one to be eliminated at the very start, is that due 
strength,” and these children are easily tired, and , to error of refraction. 

directly they are slightly overdone a headache is i This variety of headache is very common in 
started. school children, and is due to an irregular and 

As an example of this, I know” of a boy, set. ioi- excessive strain of the ciliary muscle set up by a 
years, who had definite, but now quiescent pul- | chronic effort to overcome slight errors of re- 
monary tuberculosis. Directly he becomes in any I fraction. Sensory stimuli are by this means set up 
way tired he gets a headache, and this is a valuable in the sensory branches of the fifth nerve, and are 
sign to his mother to keep him at rest for a day reflected to a sensory area of the scalp, generally 
or two. I the supra-orbital region. 

Headache is also common after any debilitating I The headache is commonly felt, as one would 

disease, such as measles or whooping-cough, and at | expect, at the end of school hours, and the parents 

about this time of the year it is common to find a ' notice that the child is much better when kept 

large number of the children who have suffered j away from school. If the child has a high error of 

from attacks of diarrhoea during the summer to be ( refraction, the ciliary muscle may give up trying 
complaining of headache. Ail these children are I to overcome the unequal struggle, and there is in 
suffering from lessened vitality and are in the same consequence often none or very little headache, 
way more liable to headache. While examining for errors of refraction it is as 

As regards the locality of a headache I do not well to notice if there is any optic neuritis, for if 
think this is of much importance. Most cases of this is present then we are at once put on the right 
ocular headache are frontal, and most cases due to track as to the cause of the headache, 
cerebellar tumour are occipital, but beyond a few Taking, now, some of the more important 
instances like these I do not think the locality is diseases with headache as a prominent symptom, 

of any real value in helping to a diagnosis. A we have first cerebral tumour and meningitis, 

superficial tumour is said, however, to have a special Headache is an almost constant, and certainly the 

tenderness and pain over its site. most frequent symptom found in cerebral tumour 

The number of different causes which may give and meningitis. It is not, however, an invariable 

rise to headache in children is very large, and in an- symptom, but its absence should give rise to doubts 

endeavour to fathom an obscure case it is as well to as to whether a correct diagnosis has been made, 

have some simple, easily remembered classification In looking up the recent records of the Manchester 

to help us. Children’s Hospital, I have found that in sixteen 

In the following simple classification I have put cases of cerebral tumour headache was severe in 

in only the more common causes of headache, but fourteen, slight in one, and altogether absent in 

if it can be remembered it will, I think, help to another; while every case of meningitis had severe 

elucidate any obscure case. headache, and nearly always as an early symptom. 

Firsf there are headaches due to disease of the The form in these two diseases is specially severe 
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and paroxysmal in character. It is persistent day 
after day, and often comes on at the same time of 
the day or night. A symptom that often goes 
hand in hand with the headache is optic neuritis, 
and as one becomes more severe so does the other. 
The one case without any headache at any time 
was a child, set. io\ years, under Dr. Heywood, in 
the Children’s Hospital, which I had an oppor¬ 
tunity of watching. Among other symp’.oms she 
had well-marked paralysis of the cranial nerves, in¬ 
cluding the left third, fourth, sixth and seventh, and 
the right third. The tumour advanced rapidly, and 
in the end there was a marked hemiplegia. At the 
autopsy a sarcoma the size of a large walnut was 
found in the pons. At no time was there any 
headache or optic neuritis—features for which we 
are so thankful. 

In studying the cause of headache we must 
remember that stimulation of the surface of the 
brain ispainless, but that the meninges are extremely 
sensitive, being supplied by branches of the fifth 
nerve. 

The cause of headache in cerebral tumours 
must, I think, be associated with the increased 
intra-cranial pressure, which is nearly always present 
in the disease during life and also at the post¬ 
mortem. This increase of pressure in the skull 
is brought about partly by the growth itself, and in 
some cases partly by the growth obstructing the 
outflow of cerebro-spinal fluid as occurring in 
cerebellar tumours. This increase of intra-cranial 
pressure brings about an irritation of the nerve 
filaments supplying the meninges. A rapidly 
growing tumour is thus more likely to produce 
more headache than a slow growing one. The 
reason why, however, the case I have just described 
did not have headache or optic neuritis must have 
been that for some reason or other, which I cannot 
explain, there was no increased pressure, although 
the tumour was rapid in its course. A fact 
supporting this view is that in hydrocephalus, 
where the intra-cranial pressure is immense, the 
headache is severe. 

There is also the fact, which Sir Victor Horsley 
lays stress upon, that trephining the skull will 
nearly always at any rate relieve the headache and 
check the optic neuritis. 

A view put forward by the late Sir Hughlings 
Jackson was that the tumour acted as a foreign 
body and so had an irritating effect, in this way 


causing the headache. In very few cases, though, is 
there any such inflammation to be found around 
the tumour. A tumour, however, at the surface of 
the brain will no doubt itself irritate the meninges 
as well as increase the pressure in the skull. 

The skull bones of young children are thinner 
| and expand more readily to any increase of pres- 
j sure, and the headache is thus most likely less 
j severe than in adults, where the head cannot expand 
I to any great degree. 

1 Taking now migraine in children, which is not, 

1 however, very common, but when it does occur the 
| part played by the headache is a very prominent 
and constant one; it is essentially a hereditary 
1 disease, being handed down from generation to 
generation; but it is not, however, migraine that is 
always handed down, but epilepsy or some other 
neurosis may be handed down instead. Just lately 
I have watched a very typical case occurring in a 
girl, set. 6 years. She was brought on account of 
attacks of very severe headache coming on periodi- 
* cally, generally at intervals of about a month. She 
I comes of a neurotic family judging by the mother, 
who had fits when a girl. About every month this 
child has an attack of severe sudden headache 
starting at one side of the head, then gradually 
spreading, but generally keeping to one side. The 
headaches come on suddenly and are so severe that, 
as the mother said, “the child dances with pain 
1 and beats her head with her hand at the beginning 
of an attack.” At the end of five to six hours the child 
vomits and the attack is over. Between the attacks 
the child is well in every way, and even the day 
after the attack she is cheerful and has forgotten 
all about the trouble of the previous day. The 
attacks come on without warning, and as far as can 
be gathered there are no premonitory symptoms 
as in adults. 

In conclusion I will rapidly pass over some of the 
other causes of headache, much less severe than 
the former, but nevertheless causing a good deal of 
suffering. 

There is a common form of headache which is 
not connected with any dyspepsia or organic dis- 
I ease, but which is distinctly neurotic. It generally 
j occurs in girls, and is sufficient to lay the child up 
| and incapacitate her for any work or play. The 
bowels are usually constipated, but the headache 
! is not relieved by opening the bowels freely. The 
| children usually come from a neurotic stock and 
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are themselves highly strung neurotic girls or boys. 
The cause of such headaches, for they come on 
with great frequency and last a considerable time, 
is often extremely difficult to be certain of, especi¬ 
ally when seen for the first time, when organic dis¬ 
ease cannot be excluded for certainty. They are 
very difficult to treat and often all treatment is of 
no avail. These children, however, generally do 
best if they are removed from their home sur¬ 
roundings and sent away into the country for a 
complete change if possible. 

A persistent rhinitis in a child will often set up 
a headache, partly, I think, from the congestion of 
the parts and partly from the chronic toxaemia. 
In the same way a large amount of adenoids will 
often cause an intermittent headache. 

The sinuses connected with the nose do not 
appear to be associated with headache in children 
as they are in adults. 

Decayed teeth very often accompany ill-health, 
but I do not think that the teeth themselves 
reflexly often cause headaches in children, 
although they may very often predispose to head¬ 
ache by keeping up anaemia and interfering with 
the proper digestion of the food. 

All the primary and secondary anaemias are 
frequently accompanied by headaches, and in 
looking up 100 such cases I have found that 
headache in varying degrees was present in 70 per 
cent. T he cause of the headache in anaemia is, I 
think, due to a cerebral anaemia consequent on a 
general lowering of the arterial blood-pressure, 
together with an impoverished condition of the 
blood circulating in the brain. 

Finally, I would say that as headache is such 
a frequent accompaniment of so many diseases 
and is such a disagreeable symptom, it is well worth 
while studying more closely than I have been able 
to do this evening. 

December 18 th , 1911. 


Acetonuriain Childhood. —Funk found that 
acetonuria occurs in childhood with great fre¬ 
quency. In the large majority of cases the carbo¬ 
hydrate starvation necessary for its production is 
caused by a temporary lailure of digestion, brought 
about by change of diet. The condition is the 
more easily set up the younger the child and the 
digestive instability becomes less marked as age 
advances.— Journ. A M.A., voLTvii, No. 23. 


A CLINICAL DEMONSTRATION 
OF TWO CASES OF MITRAL 
STENOSIS.* 

By W. J. FENTON, M.D., B.C.Cantab., 
F.R.C.P.Lond., 

Assistant Physician, Charing Cross and Brompton 
Hospitals. 


Ladies and Gentlemen, —The two cases which 
I have to show you this afternoon are those of 
simple mitral stenosis, and considered merely as 
such can hardly be regarded as offering anything 
very unusual upon which to lay claim to your atten¬ 
tion; at the same time, certain general conclusions, 
the result of much recent work, are of great interest 
and importance, and it is these which I wish to 
discuss with you to-day. 

It is not my intention to read to you a long or 
detailed history of the cases, and it will be sufficient 
for my purpose if I say briefly that both are of 
rheumatic origin, are, as you see, young males, and 
have exhibited a certain degree of cardiac failure, 
as shown by shortness of breath on exertion and 
occasional swelling of the ankles. For convenience 
I shall refer to them as A and B, but before dis¬ 
cussing them in detail there are one or two points 
which I wish to recall to your memories. 

The murmur associated with mitral stenosis has 
unfortunately received the name “presystoiic”; I say 
“unfortunately,” because unless there be kept clearly 
in mind what the word signifies, some confusion 
results, and in addition the word gives great promi¬ 
nence to events which occur in the ventricle only, 
taking no cognisance of the actual causation of the 
murmur, or of what occurs in the auricles. 

If you auscultate the apex-beat of Case A you 
will find present in addition to the first and second 
sounds a murmur, which, having the characteristic 
rumbling quality, begins almost immediately after 
the second sound, and after receiving a final 
crescendo intensification ends with the occurrence 
of the first sound. The murmur, in lact, occupies 
the whole period of ventricular diastole, and is really 
ventricular diastolic, but consists of two easily 
recognisable parts—a prolonged low-pitched rumble, 
and a final brief intensification ; in this case both 
parts are continuous, but in some a slight interval 

* At the Polyclinic. 
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can be made out between them. The interval 
between the first and second sound is silent, and 
the ventricular cycle is completed by the occur¬ 
rence of the second sound. These events can be 
diagrammatised in the following way: 



The lower space represents the ventricle. Systole 
accompanied by the first sound takes place at the 
vertical line x and ends at y when the second 
sound is heard, the interval between them being 
of course the period during which the ventricle is 
contracting. At y diastole begins and lasts until 
the following x when the cycle is completed. The 
shaded part represents the murmur, the latter 
portion of which is shaded deeply and shows the 
position of the final intensification; /. e. the true 
presystolic murmur. 

The upper space depicts the events which take 
place in the auricle. At k auricular systole begins, 
and ends at the dotted line continuous with x. 
The remainder of the space is occupied by 
auricular diastole, and shows that the crescendo 
murmur occurs at the time of auricular systole, to 
which it is really due. The whole murmur of 
course results from the passage of the blood through 
a narrowed mitral orifice, at first under the pressure 
of the pulmonary system generated by the activity 
of the right ventricle, and finally under the impulse 
due to contraction of the left auricle. In using 
the designation “presystolic,” therefore, it is essential 
to keep this in mind in order to clearly understand 
events, and also because either portion may appear 
independently of the other and have a different 
clinical significance, in so far as the first, or mid¬ 
diastolic part of the whole murmur, takes place 
during auricular passivity, and its presence indicates 
a higher grade of stenosis than is necessary to 
produce the presystolic part. 

Another feature to be noted in this case is the 
entire regularity of the cardiac action; each first 
sound has a definite time relation to the others 
and is of the same character. 

On examining Case B and comparing it with the 
preceding it is at once noticed that the cardiac 


action is entirely irregular, the sounds are no 
longer equally spaced, nor has each one the same 
quality: some are obviously strong beats, others 
weak. The murmur also is different, its duration 
is irregular correlated with the length of diastole, 
and in addition careful auscultation shows that the 
final intensification, prominent in Case A, is absent. 

I have here polygraphic tracings labelled 
respectively A and B from these cases which 
clearly show what is happening in the heart, and 
to which I invite your attention. 



It will be seen that each tracing includes three 
curves; the uppermost is the time marker, which 
beats one fifth seconds, the middle is obtained 
from the internal jugular vein, and the lowest is 
from the right radial artery. There is thus an index 
of the cycle of events in the left ventricle, right 
auricle, and also, as I shall presently show you, the 
right ventricle. Taking first the jugular curve of 
the tracing marked A, there appear three waves 
indicated by the letters a, c , v , and if you look 
closely at the curve as a whole it will be noticed 
that this sequence is repeated regularly throughout. 
The wave a is due to the contraction of the right 
auricle and is immediately followed by a depression, 
from the bottom of which that marked c arises. 
This wave is due to the carotid pulse, and its com¬ 
mencement indicates the point of opening of the 
aortic valve, and of course has its counterpart in 
the origin of the radial upstroke in the tracing 
below; thus in both there is an event owning 
precisely the same cause, viz. the opening of the 
aortic valve due to ventricular systole. Following 
c is a depression succeeded by another wave v 
due to distension of the right auricle and internal 
jugular vdn by the oncoming flood dammed back 
by the closed tricuspid. Now the dicrotic notch 
in the radial curve may be regarded as marking 
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the time of closure of the aortic valve, and so the 
beginning of ventricular diastole, and if the interval 
between the origin of the radial upstroke and the 
dicrotic notch be measured it will be found to be 
equal to that between the base of the carotid wave 
and a point slightly to the left of the apex of the 
v wave. The brief interval between this point and 
the apex of the v is due to the time required for 
the pressure to fall in the right ventricle after the 
onset of diastolic relaxation sufficiently to allow of 
opening of the tricuspid valve to which the fall 
following v is due, and thus the apex of v marks 
the point at which this valve opens, and the depres¬ 
sion which follows is the result of the passage of 
blood from fhe distended right auricle to the 
relaxed ventricle. The chain of events occurring 
in the cardiac cycle is thus graphically represented. 
The radial pulse curve in addition to the points I 
have referred to is seen to be absolutely regular ; 
every upstroke is of precisely the same height as, 
and equidistant from, the others. 

Turning our attention to tracing B, the first 
thing to be noticed is that the beats of the radial 
pulse are irregular in character, the intervals between 
them are all of unequal length, and differ entirely 
from the preceding tracing in these particulars. 
In the jugular curve it will be readily observed that 
whereas in the former three waves appeared, in 
this there are only two, viz. c and v. There is no 
evidence whatever of the presence of a wave due 
to contraction of the auricle. The opening of the 
aortic valve as shown by the presence of the c wave, 
and the opening of the tricuspid valve as marked 
by the crest of the v wave, are both represented 
as occurring with their proper relations to each 
other, their irregular appearance being the same as 
that of the radial pulse. One other feature is well 
seen, especially marked during the long pauses, 
that is, the presence of small undulations before the 
c wave and indicated by the letter /. 

Comparing these two tracings together the main 
differences consist in the increased frequency of 
the beat, the absence of evidence of auricular con¬ 
traction, the complete irregularity of the pulse, and 
the presence of the small undulations already 
alluded to. Clinically these are correlated with 
increased rapidity and marked irregularity of the 
beat, and the absence of the murmur due to 
auricular systole, i.e. the presystolic murmur, whilst 
the diastolic portion remains. What, now, is the 


explanation of this alteration in the cardiac activity 
which expresses itself in the irregularity of the pulse 
and alteration in the character of the murmur? 
Before answering this question I must remind you 
of the mechanism of the normal heart-beat. 

Normally the stimulus to contraction originates 
at the junction of the superior vena cava with the 
right auricle at a point which has received the 
name of the sinus node, and extending to the 
auricle sets up a contraction in this cavity. You 
will remember that the sole pathway between 
auricles and ventricles is by way of the bundle of 
His, a narrow strand of peculiar tissue, which, arising 
at a point on the inter-auricular septum near the 
coronary sinus, called the auriculo-ventricular node, 
passes across the auriculo-ventricular junction, and 
dividing into two branches is distributed one to 
the right and the other to the left ventricle. It is 
along this bundle that the stimulus to contraction 
passes from auricle to ventricle to set up a 
contraction in the latter cavity; in this way the 
normal sequence of events is assured. 

Amongst others two explanations have been 
offered of the absence of the auricular wave from 
the jugular tracing in cases such as we have been 
dealing with. Either the auricle becomes com¬ 
pletely paralysed, or the stimulus to contraction 
no longer arises at the sinus node, but arises at 
another place lower down in such a position as 
to set up contraction in auricle and ventricle at 
the same time, and the position which would most 
easily bring this about is the auriculo-ventricular 
node, when the wave produced by auricular 
contraction would be fused with that caused by 
ventricular systole and be thus indistinguishable, 
and, the ventricle being in systole at the time the 
auricle contracts, the more powerful action of the 
former would keep the tricuspid valve closed against 
the current of blood from the weaker auricle. 
Neither of these hypotheses has been adequate to 
explain the pulse irregularity without invoking the 
aid of another, but work with the electrocardiograph 
has fully demonstrated the true state of affairs, that 
whilst in these cases the auricle is certainly paralysed 
as regards its power of effectively contracting upon 
its contents, its fibres are in a state of continual 
independent contraction; its condition is com¬ 
parable to those contractions of individual fibres 
which take place in skeletal muscles in certain 
wasting nervous diseases; the auricle is, in fact, in a 
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state of fibrillation, and while incapable of co¬ 
ordinate contraction, nevertheless originates a large 
number of irregularly produced stimuli. These 
stimuli impinging upon and collected by the 
auriculo-ventricular node are transmitted in the 
same irregular manner across the bundle of His 
and set up in the ventricle correspondingly irregular 
contractions. In the light of this knowledge the 
phenomena I have referred to as being present in 
the case B are capable of a simple explanation. 
The auricle has taken on a condition of fibrillation, 
possibly due to some nutritional change, evidence 
of which is to be seen in the small undulations 
already referred to and marked in the tracing by 
the letter f and in consequence produces no 
effect upon its contained blood, leading to an 
absence of wave in the jugular, and suppression of 
the presystolic murmur. Ventricular contraction 
is there, but owing to the incidence of irregular 
stimuli from the fibrillating auricle is itself com¬ 
pletely irregular. 

The effect of auricular fibrillation upon the 
circulation depends upon many factors, some of 
which are at present very obscure. There are 
cases in which its onset is not incompatible with 
years of useful activity, but in others it is the 
beginning of an end frequently not long delayed. 
It is reasonably certain that the contractile function 
of the auricle is not of vital necessity for the 
maintenance of the circulation, but where it fails 
one factor in the complete filling cff the ventricle is 
absent, and in presence of valvular lesion, and 
probably more especially mitral stenosis if at all of 
an advanced grade, this defect is likely to make 
itself more severely felt by adding to the mechanical 
disability under which the heart labours. It is 
probable that failure of the auricle to contract 
effectively upon its contents leads to compensatory 
changes in the ventricles, and here the condition 
of the muscle will be the determining factor in 
producing the result. In this connection the effect 
of fibrillation in inducing increased frequency 
of cardiac action is important, for if at all great it 
makes serious demands upon the heart, reducing 
the nutrition of its muscle-fibres by shortening the 
period of diastolic rest and so tending to induce 
early failure. Where the ventricular muscle is intact 
it may be equal to the demand made upon it for a 
considerable time, but it is otherwise when it, too, 
is the seat of pathological change. Compensation 


and increased frequency both involve the expen¬ 
diture of additional energy and make constant 
demands upon the heart's reserve power, that is to 
say, the organ is in a state of continued over-action 
which will be serious in proportion to the relation 
which it bears to the total reserve, and where this 
is reduced by intrinsic change in the muscle-fibres 
early failure is to be expected. On the other hand, 
when the auriculo-ventricular bundle is the seat of 
change impairing its conductivity, part at least of 
the evil effects of fibrillation are removed, for the 
block so produced protects the ventricle against 
great increase in frequency of contraction and a 
potent cause of breakdown is thus removed. We 
must conclude, therefore, in forming an opinion as 
to the result of the onset of fibrillation in a given 
case that several factors are to be taken into 
consideration, and we must guard against at once 
jumping to the conclusion that after this condition 
is diagnosed early breakdown will necessarily occur. 
At the same time it is an indication that some 
change has taken place in the muscle of two 
chambers of the heart; how fa t the other two 
chambers will be affected must be determined by 
wider considerations, and especially by their 
reaction to calls upon their activity. 

Clinically the best evidence of cardiac failure 
is to be sought in defect of function as shown by a 
contraction in reserve power in the occurrence of 
dyspnoea on exertion and of oedema of the extremi¬ 
ties; where these signs are absent it may be assumed 
that the heart is equal to the immediate demands 
made upon it notwithstanding the presence of 
some abnormal phenomenon. 

Fibrillation arises most commonly in rheumatic 
and senile hearts, but it may occur in acute fevers 
or in some predisposed cases as the result of 
exertion; it may be transient or permanent, but 
once having occurred it tends to persist or to recur 
with increasing frequency until permanent. * 

It is in these cases, and more particularly where 
the fibrillation is the result of rheumatic affection 
of the heart, that digitalis acts most certainly. Its 
action depends upon its effect upon the con¬ 
ductivity of the auriculo-ventricular bundle when 
this structure is itself the seat of disease, for it appears 
not to produce the same results when the bundle 
is intact. 

In some hearts where the rhythm is regular it is 
comparatively easy to demonstrate that the time 
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occupied by the stimulus in passing from auricle to 
ventricle is prolonged, the cause of which is 
i regarded as being a lesion affecting the conductivity 
i of the bundle. The amount of obstruction varies 
in different cases from mere prolongation of the a-c 
interval to complete block, producing the symptoms 
of Stokes-Adams’ disease, in which the ventricle 
beats with its own independent rhythm. Now 
if digitalis be given in appropriate doses to a case 
of this nature, slowing of the pulse follows, and if 
analysed the slowing will be found to be due to 
the dropping out of certain of the ventricular beats; 
the auricle remaining totally unaffected. Here 
evidently the cause of the new rhythm is that the 
drug has produced partial blocking of the stimulus 
in the bundle, and in this way a case of partial ! 
block may be converted into one of complete I 
block. , 

This effect cannot be produced where the bundle j 
is healthy, and in consequence such cases do not | 
react in the usual way to administration of the 
drug. 

Applying this conception to cases of rapid and 
irregular action where fibrillation is present, the I 
slowing and regularising effect of digitalis receives I 
an explanation; the drug acts by interposing a block j 
to the passage of many of the irregularly produced 
stumuli arising in the fibrillating auricle and 
prevents their passage to the ventricle. In this 
manner, apart from any other effect which the drug 
may have upon the cardiac tissue, the lengthening j 
of diastole upon which the slowing depends enables | 
the ventricular muscle to regain its power and 
produce a more effective systole. 

In some cases of fibrillation the rate of the pulse 
is slow when first observed. Here there is probably 
a lesion of the bundle sufficient to prevent the 
effect of all the auricular stimuli upon the ventricle 
w’hich they would otherwise have in the absence 
of the block, and conversely, digitalis will not 
always slow the rhythm in undoubted cases of fibril¬ 
lation ; here it is assumed that the bundle is intact ( 
and in such event digitalis, as I have already said, 
is without power to cause slowing. The exact 
manner in which digitalis produces its effect is 
uncertain, but in so far as the slowing due to its 
use is abolished by atropine it seems probable that 
it is through the vagus nerve. The good effect of | 
slowing on the ventricular nutrition is evident: a 
longer diastole gives the ventricle time to recover j 


more fully from the exhausting effect of the pre¬ 
ceding systole, and it is probable that some of the 
evil results following upon the inception of 
auricular fibrillation depend up< n the increased 
frequency of beat; but it is not necessary to assume 
that slowing of the pulse is the only good to be 
obtained from an exhibition of the drug. Pharma¬ 
cologists have shown that it has a powerful action 
upon the character of ventricular systole, but the 
possible good it may effect in this way may be 
neutralised by the exhaustion consequent upon 
rapidity of action if at all excessive, and this more 
especially if the ventricular muscle is the seat of 
intrinsic pathological change, and hence the pro¬ 
gnosis in a given case may be gauged fairly well 
from the reaction observed when digitalis is given. 

December 18 tk, 1911. 


Bone Plates and Clamps in Excisions of 
Knee-joint. —Goddu presents a general summary 
of eight excisions of tuberculous knees, in which 
metal plates or clamps were used to keep the cut 
surfaces in good position. It is very interesting to 
note how tolerant disease tissue is of the presence 
of metal plates; and that the results obtained by 
their use seem to justify the employment of this 
fixative method in these operations. Six patients, 
three with plates and three with clamps, showed 
good union in three to six weeks after operation. 
The two cases which did not give as good results 
were two in which re-excisions were done, a fact 
which leads Goddu to infer that these patients 
lacked ability to form proper callus rather than 
anything due to the presence of the plates. Both 
patients have now practical ankylosis, one at a 
period eight months after operation, the other nine 
months after. All of the cases were not specially 
picked, but such as were operated on as they pre¬ 
sented themselves one after the other in the 
general routine of the clinic. The knee-joints 
presented those from a mild to a marked disinte¬ 
gration. The ages of the patients varied from 18 
to 5 7 years. The period of conservative treatment 
varied from two to seven years. It is now about two 
years since the first knee in which plates were 
used was operated on, and the patient has had no 
symptoms. The same may be said of the other 
patients.— Journ . A.M.A ., vol. lvii, No. 23. 
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THE DEATHS OF ENGLISH 
KINGS. 

By JAMES RAE, M.A., M.D. 


Introduction. 

Change in the historical method is an evolution 
of recent years, and has been so slow as to be 
almost imperceptible. Too often is a meticulous 
pedantry about dates regarded as enviable, and as 
superfluous the knowledge of what the occurrence 
of the year signified for the development of the 
nation. Even when a 1 History of the People ’ 
was designedly undertaken many aspects of the 
national condition were passed over. Since that 
time there has been published a ‘ Political History, ’ 
and hat is of more value for the medical man, an 
elaborate account of social conditions, although 
the first tendency in the latter direction was shown 
by M. Jusserand. In spite of these welcome 
modifications in the survey of a people, its medical 
history has been almost ignored. There have 
been, it is true, a few admirable studies in the 
history of medicine, but the medicine of history is 
represented in English only by Dr. Creighton’s 
1 History of Epidemics in Britain, ’ a monument 
of industry, learning, and comprehensive deduction 
to which I am indebted for many suggestions. 
This deals with diseases which spread widely 
throughout the country, with the plagues which 
decimated localities during a period of a thousand 
years. But the illnesses which struck at families, 
the maladies which did most come home to men’s 
business and bosoms by virtue of a personal des¬ 
truction, find no place in it. 

To supply this lack, to deWe in another corner 
of the almost virgin field of medical history was 
my aim in undertaking the researches explained in 
the pages which follow. My first plan was a more 
ambitious one, but in beginning to execute it I 
found that I should have to content myself with 
but a few individuals, and chose as the most im¬ 
portant of these the rulers of England from 
William I to William IV. 


II. 

The materials for such a study are of the obvious 
kind. For the earlier kings I have relied on mediaeval 


I 


1 

i 

1 


chronicles, mostly in the “ Rolls ” series, or in the 
publications of the Camden Society ; for the later 
ones on the sixteenth century chronicles (so far as 
they are available), most of which were edited by 
Sir Henry Ellis about the year 1810. From the 
sixteenth century onwards one may appeal more 
frequently to individual biographies. These I 
have often found in the original editions in places 
or forms too scattered to particularise here. 

If the professional historian cavil at my valuation 
of some of the authorities I must answer that I 
have been pragmatic enough to select any passages 
that promised help in my purpose. Too often did 
a prolonged search have little result. Especially 
was this the case in the mediaeval records, those 
“ universal histories ” which consist so largely of 
lives of saints and lists of monastery officers. Even 
in the proper places much irrelevant matter creeps 
in, and has to be omitted in quotation. These 
lacuna (which are indicated) sometimes require 
that a tense should be altered or a word supplied; 
these changes are signified by square brackets [ ]. 
When the original passage is in English, the diction 
is generally modernised. References to individual 
pages have not been given, as they are readily 
obtained from the dates in the chronicles, memoirs, 
or biographies quoted. 

The method here adopted is to give the extracts 
followed by their translations, and add some lines 
of comment on them and then to suggest a 
diagnosis. Another method would have been 
to refer merely by implication to the data, and to 
give a connected account of each death. At the 
risk of being jejune, these pages are written on a 
plan which sacrifices facility of diction to a state¬ 
ment of evidence which is not always so full as one 
could desire. In only seven cases, the earliest of 
which is that of Oliver Cromwell, have we any 
account of a necropsy; post-mortem appearances 
of two others are referred to, and nineteenth-century 
opening of the tombs of five more are recorded. 


| IIL 

i To correct what may be concluded from what I 
I have said above, I must now state that I am not 
■ the first to study this subject. The earliest 
remarks on it which I have discovered are those by 
Sir Henry Halford (died March 8th, 1844), 

^ President of the Royal College of Physicians, 
friend of the Prince Regent, and favourite butt of 
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.the founder of ‘The Lancet. 7 About 1820 he 
delivered two lectures on “ Deaths of Eminent 
Persons,” one dealing with ancient history, the 
other with modern. The latter was published as a 
pamphlet and refers to Mary, Cromwell, Charles 
II, George I, and George II, as well as to certain 
famous men of letters. His remarks on Mary and 
on Charles II are inept to the point of fatuity, 
but I quote a reference to Cromwell and a passage 
about George II giving information which I.have 
not found elsewhere. 

So far as I know no other similar study was 
published until the year 1909, when Dr. Raymond 
Crawfurd issued a volume with the title ‘The 
Last Days of Charles 117 I may say that I de¬ 
liberately refrained from reading this book until 
recently, and that my own notes on the point 
were written before the book was published. Dr. 
Crawfurd’s study gives a wide general survey of 
the incident and is not confined strictly to its 
medical aspect. His list of authorities is a long 
one, and includes the accounts of no fewer than 
eight eye-witnesses. It does not quote from the 
‘Life 7 which supplies my longest quotation and 
which furnishes details not given in other accounts. 
I am quite unable to share Dr. Crawfurd’s scorn 
for Burnet. If one take the trouble to sift the 
Bishop’s story one finds the essentials of his 
account* in complete agreement with those of 
other writers. Most of Dr. Crawfurd’s book is 
taken up with the description of the death (and 
its translation) by Sir Charles Scarburgh which has 
never before been printed. This account is of 
great value in describing the treatment used by 
Charles’s physicians but is deficient in a history of 
the attack. It concludes, however, with an account 
of the necropsy, and this I have quoted. This last 
information is given in no other book I have 
read : Burnet is the other writer who gives any 
detail at all about this point. I shall deal with 
some minor matters in the proper place. 

The most recent work is contained in a series of 
articles printed in the ‘ British Medical Journal ’ 
of 1910-11, and deals with the kings from 
Henry VIII to George II. The first paragraph 
contains the remark that for the rulers before the 
first-named there is not sufficient information. I 
venture to think that the fifty-six quotations I have 
been able to give about the kings from William I 
to Henry VII do something to rebut this state¬ 


ment. My general criticism on these articles 
(which were printed anonymously) is that the 
writer has unfortunately been content to rely too 
much on nineteenth - century writers, and has 
treated Lingard and Carlyle wilh a respect due 
only to original authorities. But in other cases he 
gives passages which I had not seen though they 
gave me no new details ; his section on Anne guided 
me to the report of the necropsy. 

IV. 

I have refrained from entering into an account 
of the sanitary history of the country as that would 
have led me far from my line of work. But 
information about the different palaces where the 
various rulers died is of some relevance, and is now 
given. 

Westminster was built by Edward the Con¬ 
fessor, enlarged by William I and his son. It 
| suffered twice from fire in the thirteenth century, 
and again in 1512. After this time it ceased to be 
used as a royal residence and fell into decay. 
Later on it was fitted up as a meeting- place for 
Parliament, and was used as such until destroyed 
by fire in 1835. 

Sheen was an old manor-house where Edward I 
| received commissioners from Scotland in 1300. 
The death-place of Edward III, it was often used 
by Richard II, until the death of his queen, Anne 
1 of Bohemia, when he cursed and demolished it. 

Re-built by Henry V it was burned down in 1499. 

! Henry VII reconstructed it and called it “Rich¬ 
mond ” ; it was given to Wolsey in return for 
Hampton Court. After the Restoration it was 
1 used by the Queen Dowager until 1665, and after¬ 
wards as a nursery for the son of James II. It fell 
into decay, and about 1720 was given out as 
tenements. At the present time only a gateway 
remains. 

Greenwich was used as a royal residence in 
I 1300. Having been born there Henry VIII made 
it his favourite residence. It was pulled down by 
! Charles II, so that the hospital might be built, but 
1 he put the money to other uses, and the institution 
| was really founded by Anne. 

St. James’s Palace was built on the site of an 
old lazar-house by Henry VIII, as a more con- 
1 venient place than his country house at Kennington. 

Mary is the only sovereign who died there, but after 
; the destruction of Whitehall it was much used as a 
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residence, until a fire in 1809 destroyed all but the 
gateway, the chapel, and the presence-chamber. 

Whitehall first became prominent under 
Henry III. It passed into the hands of the 
Church, and for over three centuries was known as 
York Place. Its zenith of power was reached 
under Henry VIII, but after this time it became 
dilapidated, and in 1619 was burnt. It was 
re-built, but the dropping of a lighted candle in 
1691 by a maid servant started a fire which 
destroyed the Duchess of Portsmouth’s apart¬ 
ments. Six years later almost the whole of the 
remainder except the banqueting-hall was burnt; | 
this second fire was caused by the carelessness of ! 
a Dutch laundress. Whitehall must have been a ] 
most unhealthy place. Elizabeth had her last 
illnesses theie. It was the residence of James I, 
who died of ague, which also proved fatal to 
Cromwell while under its roof. William III found | 
the river mists too trying, and gladly left it for ; 
Kensington Palace, which was originally a sub- ! 
urban residence of the Earl of Nottingham, whose | 
son sold it to William in 1689. Shortly after the | 
purchase it was almost destroyed by fire, it was 
re-built from designs by Wren, and was much j 
enlarged during the eighteenth century. 

Although an investigation of this nature does not, 
as a whole, lead to any definite conclusion, I have j 
endeavoured to bring out in a summary certain j 
broad inferences which are suggested by the facts , 
I now' proceed to relate. 1 

1 

William I. 

Born circa 1028; died ( 59 *) September 6th, j 
1087, Rouen ; buried , Caen. | 

Rex Willelmus ccepit nimis debilitari et mortis | 
arram cum infirmitatibus pnesentire, [1086]. 
Auxit etiam aegritudinis molestiam et ejus casum ! 
acceleravit quod ejus equus amplam fossam trans- 
iliens interiora ejus dirupit . . . Oct id. Sept, 

viam universae carnis est ingressus.— Matthew Paris 
{Hist. AngL). 

King William began to be very feeble and to 
show the sign-manual of death by his infirmities. 
The discomfort of his illness was increased, and 
his end hastened by his horse leaping a wide 
trench and so bursting his bowels. He died 
on September 6th. 

* These figures refer to the age at death. See also 
“ Introduction,” p. 169. 


Dicunt quidam quod praeruptam fossam sonipes 
transiliens interannea sessoris ruperit, quod in 
anteriori parte sellse vefiter protruberabat. [August 
15th]. Hoc dolore affectus receptui suis cecinit 
Rotomagnumque reversus, crescente indies incom- 
modo lecto excipitur. Consulti medici inspectione 
urinae certam mortem prsedixere.— William of 
Malmesbury . 

Some say that his steed, leaping across a yawning 
trench, burst the bowels of the rider, because his 
belly projected over the forepart of his saddle. 
Afflicted by this mishap he gave his troops the 
order to fall back, and returning to Rouen took 
to his bed, his disorder increasing from day to day. 
On his physicians being consulted they declared 
after an examination of his urine that his death was 
inevitable. 

Tunc ibi ex nimio «estu ac labore, pinguissimus 
rex Gulielmus infirmatus est, et sex hebdomadibus 
languens graviter anxiatus est. ... In segri- 
tudine sua usque ad horam mortis integrum sensum 
et vivacem loquelam habuit .—Orderu Vitalis. 

There King William, enormously obese as he 
was, became ill from the excessive heat and 
exertion, and lying for six weeks was grievously 
tormented. Yet his mind remained clear and his 
speech brisk to the hour of his death. 

Ex qua calefactione morbum incurabilem incurrit 
vel quia sonipes ejus dum fossam transiliret inter- 
ranea pinguis ventris ei sunt interrupta. 

Sexto idus Septembris obiit .—Ranulph Higden . 

From the heat he fell into a hopeless illness ; or 
the cause may have been that his horse when 
jumping a trench burst the contents of his fat 
belly. He died on September 8th. 

Propius flammas accedpns foci calore et autum- 
nale sestus inequalitate morbum natus est. 
Matthew of Westminster . 

Approaching too near the flames he contracted 
a disease from the heat of the fire and the change¬ 
able autumn warmth. 

Quum Willelmus rex oppidum Medanta assiliens 
flammis ultricibus tradidisset, pondere armorum et 
labore clamoris quo suos exhortabatur ut fertur, 
arvina intestinorum ejus liquefacta infirmari non 
modice coepit.— William of Jumieges. 

When King William, after assaulting Mantes, had 
delivered the town to the avenging flames, by the 
weight of his armour and the exertion of the 
shouting by which he had cheered on his troops. 
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the fat of his intestines being melted as the story 
goes, he began to be seriously ill. 

Exhilaratus rex, dum suos incitat ut ignibus 
adiciant pabulum, propre flammas accedens ignium 
calore et autumnalis aestus inaequalititate morbum 
incurrit Auxit praeterea aegritudinis ejus molestiam 
quod praeruptam fossam equus regis transiliens 
interiora ejus dirupit insidentis. Quo nimirum 
dolore acriter afflictus Rothomagnumque remeavit. 
Cum languor per dies ingravesceret, excipitur lecto, 
morbo necessitate compulsus. Consulti medici 
urinae inspectione mortem citissimam praedixerunt. 
—Mattheiv Paris (Chron. Major). 

As the King was triumphantly urging his men to 
thtow fuel to the fire he came too near the flames 
and from their heat and the changeable autumn 
warmth contracted a disease. And the trouble of 
his illness was increased because his horse in 
leaping a trench burst the bowels of his rider. 
Much disabled he hastened back to Rouen, and as 
his weakness increased during the days following he 
was compelled to take to his bed. His physicians on 
being consulted after an examination of his urine 
declared that his death was imminent. 

Dirus viscerum dolor apprehendit ilium et magis 
ac magis de die in diem gravabat. Ingravescente 
aegritudine. diem sibi mortis imminere [sensiit] 
—Roger de Hoveden. 

A severe intestinal disorder attacked him and grew 
daily worse. As his illness increased he realised 
that the day of his death drew near. 


The use of the adjective “ pinguissimus ” is j 
significant; one chronicler states that the king's 
abdomen projected over the forepart of the 
saddle. A violent jerk forwards would probably 
bring the hypogastrium against the high Norman 
pommel. There is no mention of an external j 
wound; if such had occurred together with a ' 
ruptured bladder, escape of urine might account I 
for “arvina liquefacta.” Or does this allude to 
the watery stools of dysentery ? Had the bowel been 
torn peritonitis would have set in, in which case 
“ loquela vivax” might possibly be construed as 
delirium. The chronicles later on give unduly 
detailed accounts of the bursting of the body when 
it was being crammed into an exiguous coffin—a 
reference which seems to prove that there was 
great distension and no external wound. On the 
other hand, the king lived at least twenty-two days 
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after his illness began (Orderic puts the time at six 
weeks) and was removed from Rouen on account 
of noise to the priory of St. Gervase “ ut ventrem 
potione alleviaret ” ( William of Malmesbury). But 
Matthew Paris states that he was in failing health 
the year before he died ; and from the reference to 
his physique I am inclined to think that William 
had fatty overgrowth of the heart and that stress of 
the campaign with possibly a touch of dysentery 
and the heat of his assault exhausted him so that 
the shock of his horse's stumble proved his death¬ 
blow. 


William II (Son). 

Born circa 1060; died (40) August 2nd, 1100, 
in the New Forest; buried , Winchester. 

Cervus magnus cum per eum transiit ait rex 
cuidem militi scilicet Waltero Tyre!, “ trahe 
diabole.” Exiit ergo telum volatilem et obstante 
arbore in obliquum reflexum faciens per medium 
cordis regem sauciavit, qui subito mortuus corruit. 
—Matthew Paris (Chron. Major.). 

When a great stag passed before him the King 
called to Walter Tyrel, a knight, “Shoot, damn 
you." The shaft flew, and glancing off a tree, 
pierced the King full in the heart, so that he 
instantly dropped dead. 

Ipse (Walterius) alterum cervum qui forte 
propter transibat prosterneret inscius et impotens 
regium pectus (Deus bone) lethali arundine tra- 
jecit. Saucius ille nullum verbum emisit sed 
ligno sagittae quantum extra corpus extabat effracto, 
moxque supra vulnus cadens, mortem acceleravit. 
— William of Malmesbury. 

Thinking to bring down another stag which 
chanced to pass hard by, the headstrong and reck¬ 
less Walter pierced the royal bosom with a fatal 
arrow. The smitten King uttered no sound, but 
breaking off as much of the shaft as stuck out of 
his body forthwith fell on his wound, and so 
hastened his death. 

Walterius Tirell cum sagitta cervo intendens 
inscius regum percussit. Rex autem in corde 
percussus corruit in terram nec verbum edidit sed 
vitam crudelem fine misero terminavit.— Roger of 
Wendover. 1 

Walter Tirell, aiming at a stag, unwittingly 
struck the King with the arrow’, whereupon the 
King, wounded in the heart, dropped to the 
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ground, and without a word ended his cruel life in 
a wretched fate. 

Cum cervum contra solis occasum emissa in- 
sequeretur sagitta ipse sagitta percussus in pectore 
corruit et expiravit .—Gervase of Canterbury. 

When he let fly an arrow at a stag, which was 
against the sun, he himself, struck by an arrow, fell 1 
and died. ! 

Any medical comment is unnecessary, as the 
arrow seems to have pierced the heart and caused 
instant death. The body was found some hours 
later by a charcoal-burner, who, ignoring the risk of 
being accused of having murdered the King, placed 
it on his cart and took it to Winchester by a lane j 
which is still used and is the third lane north of 
the village of Chandlersford. Tyrel afterwards 1 
took a solemn oath that the death of the King was 
an accident. 

Henry I {Brother). 

Born circa July, 1068 ; died (67) December 1st, 
1135, at St. Denis-le-Ferment; buried: Reading. | 

De murena comedit avidius quam amare pne 
ceteris consuevit et cum medici earn ei prohibuis- j 
sent rex minime adquievit. Cum autem natura 
succumbenti invaluisset infirmitas rex Henricus in 
fata concessit .—Matthew Paris. 

He ate voraciously of a lamprey, which he was 
accustomed to delight in more than anything else, 1 
and paid no attention to his physicians when they 
forbade it him. But when his weakness had over¬ 
come his natural strength King Henry yielded to j 
fate. 

Carnes comedit muraenarum quae ei semper 
nocebant et eas semper supra modum amabat; et 
cum medici, eas comedere prohibuerent non 
adquievit rex consilio salutari. Haec igitur 
comestio pessimi humoris illatrix, et consimilium 
vehemens excitatrix, senile corpus lethaliter refri- 
gidans subitam et summam perturbationem effecit; 
contra quam natura renitens febrem excitavit 
acutam ad impetum materiei gravissimae dissolv- 
endum ; cum autem resistere vi nulla potuisset, 
decessitrex magnus prima die Decembris .—Henry 
of Huntingdon. 

He devoured lampreys, which always disagreed 
with him, though he was excessively fond of them ; 
and when his physicians forbade him to eat them 
the king did not heed their wise advice. This fea^t 


then provoking an evil humour (it is an active 
cause of such things), cooling his aged frame to a 
fatal degree, set up a sudden and extreme dis¬ 
turbance. His constitution, struggling against this, 
excited an acute fever by way of frustrating the 
attack of the hurtful matter. But since he could 
withstand it by no means the great King died on the 
first day of December. 

Asserebant autem plurimi quod rex apud Cino- 
mannum aegrotat [March 20th.] — Gervase of 
Canterbury \ 

Most writers declare that the king fell ill at 
Chinon. 

Comederat nempe senex invalidus ex munena 
quae licet semper dilexerat, semper tandem sibi 
nocuerat .—Ranulph Higden . 

The old man, when in a feeble health, had eaten 
a lamprey—a dish of which he was always fond, 
although it always disagreed with him. 

Accounts of Henry’s death occur also in Roger 
of Wendover and Roger de Hoveden, but these 
are almost the same as the one given by Henry of 
Huntington. Gervase is the only writer to mention 
that the King’s health began to fail in March at 
Chinon (though Higden mentions that it was 
feeble), while his death did not take place until 
eight months later—at a village near Gisors, about 
eighteen miles from Rouen. Nothing is said about 
the condition of the lampreys, but the king w’as a 
man of sixty-seven, who always had gastric trouble 
after such a diet. The chroniclers emphasise the 
foul and offensive stench of his body aftter death, 
and relate that the man who extracted his brain 
fell ill immediately, and died in great pain a few’ 
days later. The probability is that Henry died of 
poisoning by a ptomaine similar to the mytilo- 
toxin found in mussels. The pathology of the 
fever process, as explained in these extracts, may 
be compared with the view’ of it given in the 
passages relating to the death of Anne nearly six 
centuries later. 

Stephen {Nephew). 

Born (?) 1097 ; died (57), October 25th, 1154, 
at Canterbury ; buried , Faversham. 

Rex subito ilii dolore cum veteranoemoroidarum 
fluxu violenter corripitur.— Gervase of Canterbury. 

The king was suddenly seized with pain in the 
iliac region along with an old discharge from 
haemorrhoids. 
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Rex vero post concilium in Cantia constitutus 
morbo decubuit quo ingravescente post dies paucos 
decessit mense Octobri.— William of Neivburgh. 

After the Council in Kent the King, having 
settled matters, was confined by sickness, and this 
increasing, a few days later he died in the month of 
October. 

He was suddenly seized with the iliac passion 
and with an old disease of the emrods —Richard 
Ba ker ( Chronicle). 

The citation of a writer such as Baker (or 
Holinshed as appears below) may at first sight be j 
regarded as mistaken. Nevertheless I consider ! 
it justified because, apart from the possibility of j 
their having seen chronicles now lost, they do | 
incorporate much traditional history, and it is 
precisely in such beliefs—for the gossip of one age 
becomes the legend of the next—that the investi¬ 
gator may hope to find the details important for a 
purpose like the present one. Many chronicles 
mention the death of Stephen besides those quoted, 
but as one after another is searched and only a 
mere statement of the occurrence is found, the 
reader begins to realise how much work may be 
necessary before he has sufficient facts in his 
possession. 

The notable points in Stephen’s last illness are 
its sudden onset, the appearance of a swelling in 
one or other iliac region, and the passage of blood 
per anum . From clinical experience one may 
assume that the tumour was in the right iliac region. 

It may be explained by an ileo-oecal intussuscep¬ 
tion with passage of blood and mucus; his age , 
makes this improbable. Or the blood, if indeed it 
were such, may have actually come from the haemor¬ 
rhoids, and the tumour, with its accompanying 
sudden pain, have been an “iliac phlegmon,” or in j 
modem terminology an appendicular abscess. In ! 
any case the trouble, whatever its nature, was 
assuredly severe enough to cause death within a 
few days. 

Henry II ( First Cousin once removed). 

Born March 5th, 1133; died (55), July 6th, 
1189, Chinon Anjou ; buried , Fontevrault, Poitou. 

Demum apud Turonensem febre correptus . . . 
pacem optavit. . . . Apud Chynonemecastrum rex 
Henricus [decessit].— Ranulph Higden. 

At length seized with fever at Tours he made 
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overtures for peace. The king died at the Castle 
of Chinon. 

Henricus in abissum tristitse absorptus maledi- 
ciens diei in qua natus fuerat, apud Chinonem 
pridie nonas Julii diem clausit extremam.— 
Matthew of Westminster . 

j Henry, plunged into the depths of despair, 

1 cursing the day on which he was born, ended his 
j life at Chinon on July 6th. 

Rex autem Henricus de colloquio moestus ad 
! Chinonem veniens, gravi tactus incommodo male- 
dixit diem in qua natus fuerat; et sic in angaria 
positus, infra triduum post concordiam factam diem 
clausit extremam.— Matthew Paris ( Chron . , Major \. 

King Henry, arriving at Chinon in deep dejec¬ 
tion after the conference, stung by his great 
misfortune cursed the day on which he was born ; 
and thus plunged into distress, died less than three 
days after peace was made. 

Ex multa moestitudine febrem accersivit, qua 
invalescente, post dies aliquot apud Chinonem 
vitam finivit.— William of Newburgh. 

From great sadness he derived a fever, and this 
increasing he ended his life at Chinon some days 
later. 

Obiit autem rex Angliae Henricus mense Julii 
pridie nonas ejusdem mensis.— Benedict of Peter¬ 
borough. 

Henry King of England died on July 6th. 

Qui cum aegrotasset usque ad mortem, fecit se 
ferri in ecclesiam ante altare et ibi—obiit in 
octavis apostolorum Petri et Pauli, feria Y. — Roger 
de Hoveden. 

When he felt himself sick unto death he caused 
himself to be carried into the church before the 
altar, and there he died on Friday, July 6th. 

In Henry’s case more than in any other, one is 
tempted to digress into a survey of the politics of 
the time since they had such an effect upon his 
health. His strength had been impaired by his 
lifelong exertions, and the fever which sapped it 
left him little inclined to battle with the hostile 
league against him. In several of the chronicles 
there is a description of his being thrown from his 
horse, which was startled by a violent peal of 
thunder at the very instant of his meeting with the 
King of France. This fall together with the 
chagrin of his public humiliation before his over- 
lord probably did its part in ending his life. 
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Richard I (Son). 

Born September 6th, 1157 ; died (42) April 7th, 

1199, Chalus-Chabrol; buried , Fontevrault, Poitou. 

Septimo kalendas Aprilis a Petro Basilii telo, 
ut dicebatur venenato* percussus est, quam per- 
cussionem pro nihilo reputabat. Denique diebus 
duodecim castellnm acriter invasit et cepit. Vulnus 
autem quod ibidem receperat male interim cus- 
toditum tumescere incipiens et nigredo quaedam j 
tumori permixta locum vulnus circumquaque 
inficiens regem intolerabiliter torquebat. . . Tumore 
ad cor ejus subito perveniente octavo idus Aprilis 
die Martis, vir Martio operi deditus apud castruni 
praedictum spiritum exhalavit.— Matthew Paris 
(Chron . Major), 

On March 25th he was wounded by a shaft from 
Peter Basil, poisoned as was said, but he made 
light of the injury. Twelve days later he took the 
castle bv a furious onslaught. . . . Now the wound 
which he had received there having been badly 
tended in the meantime and beginning to swell, a 
kind of blackness mingled with the swelling, dis¬ 
colouring the region of the wound on every side ; 
this began to give the King intense pain. The 
swelling suddenly coming to his heart on April 6th, 
a day sacred to Mars, this man, devoted to martial 
deeds, breathed his last at the aforesaid castle. 

Rex in humero sinistro laetaliter percussus 
est. ... In humero dextro eodem telo laetaliter 
percussus est ut ipsum telum a humero deorsum 
pressum pulmonis, vel hepatis vicina contingeret, 
nec quodlibet ingenio medicorum valerat avelli.— 
Genase of Canterbury. 

The King was fatally wounded in the left 
shoulder. . . . He was fatally wounded in the right 
shoulder by the arrow in such a way that the bolt, 
driving down from the shoulder, reached the neigh¬ 
bourhood of the lung or the liver, nor could it be 
checked by any skill of the physicians. 

Bertramus de Gurdun regem in brachio vulne- 
ravit cum plaga insanabile.. . . Deinde rex commisit 
se manibus cujusdem medici Marchadei qui cum 
conaretur ferrum extrahere solum lignum extraxit 
et sagitta remansit in carne, et cum carnifex ille 
circumquaque brachium regis minus caute inciderit, 
tandem sagittam extraxit. Decessit autem rex 
octavo idus Aprilis undecimo die postquam 
percussus fuerat.— Roger of Hoveden, 

Bertram de Gurdun wounded the King in the arm 


with an incurable thrust. . . . Then the King 
entrusted himself to the hands of Marchadeus a 
physician, who, after trying to get out the javelin, 
removed only the wood, and the head remained in 
the flesh. It was only when the bungling rascal cut 
freely round the King's arm that he succeeded in 
withdrawing the head. . . . But the King died on 
April 6th, the eleventh day after he had been 
wounded. 

j The quotations leave doubt as to the side on 
which Richard was wounded, and Gervase con- 
; tradicts himself on the point. The story that the 
j arrow or javelin was poisoned is not to be accepted 
too credulously. The temper in which Richard 
conducted the campaign, which ended at Chalus, 
was not one to make him suffer treatment resignedly. 
Apparently his last attack on the castle was made 
on the day before his death ; that he led an assault 
with an arrow sticking in his shoulder, or possibly 
in his humem*, gives some indication of his mood. 
The wound seems to have become gangrenous, 
and the King to have died from septic absorption. 
It is interesting to read that Marchadeus “ ille 
carnifex ” was executed a day or two afterwards. 

John (Brother). 

Born December 24th, 1167 ; died (49) October 
18th, 1216 at Newark-on-Trent; buried y Worcester. 

De rebus fluctibus devoratis tantam mentis 
incurrit tristitiam quod acutis correptus febribus 
ccepit graviter infirmari; auxit etiam aegritudinis 
molestiam perniciosa ejus ingluvies qui nocte ilia 
I de fructu persicorum et novi ciceris potatione 
1 nimis repletus febrilem in se calorem auxit fortiter 
et accendit. . . . In nocte quae diem sancti 

Lucae evangelists proxime secuta est ex hac vita 
migravit.— Mattheiv Paris (Chron. Major) 

I He fell into such despondency on account of 
■ his possessions having been swallowed up by the 
I waves that being seized with a sharp fever he began 
| to be seriously ill. But he aggravated the discom¬ 
fort of his illness by his disgusting gluttony, for 
that night by indulging too freely in peaches and 
copious draughts of new cider he greatly increased 
his feverishness. . . . He died on the night 

of October 18th. 

Rex Johannes . . . obiit apud Newerk 

morbo dy$epterica.— Ranulph Higden . 
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King John died at Newark from a dysenteric 
disease. 

At Newework he deide a Sein Lukis day. 

He was ihasted that unnethe thre dawes sik he 
lay.— Robert of Gloucester . 

Ex nimia voracitate quasemper insatiabilis erat 
venter ejus ingurgitatus usque ad crapulam ex j 
ventris indigere solutus est in dysenteriam. Postea 
vero cum paululum cessasset fluxus phlebotomatus 
est. ^gritudo autem ejus per dies paucos invale- j 
$cens . . . decessit.— Radulph de Coggeshall. 

Through excessive greed, for he had always an ! 
enormous appetite, swilling until he was drunk, 
from the irritation of his stomach he fell into a 
dysentery. Later on, after the discharge had some¬ 
what lessened, he was let blood. But his disorder 
increased in a day or two and he died. , 

Persicos cum musto et pomacio ingurgitatus et j 
dolore jacturae recentis absortus, incidit in magnam 
aegritudinem. In crastino sero, morbum dissi- ! 
mulans mannum suum vixascendit . . . et ad 

castrum de Leadford [now Seaford] pervenit ... I 
ubi pernoctans morbum sensit ingravescentem. In 
crastino autem vix ad castrum Newerke transvectus I 
pervenit . . . lecto mortiferae aegritudinis de- ' 

cumbens ... ex hac vita miserrime in nocte 
quae diem Sancti Lucae Evangelistae proximo 
sequitur transmigravit.— Annales Londonienes. 

Having groged himself with peaches, new wine 
and fruit and absorbed in his recent grievous loss 
he fell into a severe illness. And yet on the 
following day concealing his disease he managed 
to mount his palfrey and went to the castle of 
Leadford, and passing the night there felt the 
disease gaining on him. Next day, however, he 
had himself carried to the castle at Newark on 
what was to be his deathbed. He died on the I 
night of October 18th. ! 

He fell into a fever and was let blood, but | 
keeping an ill diet, eating green peaches and 1 
drinking sweet ale, he fell into a looseness, and I 
grew presently so weak that there was much ado j 
to get him to Newark where soon after he died.— j 
Baker . 

In John's flight eastwards from Windsor, his 
ferocious hatred of his subjects found vent in the 
devastation which marked his line of march, then 
and afterwards up to Lincolnshire. It is possible 
that his mad fury urged him to physical exertion | 
too great for him, and he was further exhausted by 
the haste in which he travelled. He may have 
had slight dysentery at this time and the violent 
enteritis caused by his diet was too much for him. 
There are, of course, stories that he was poisoned, 
and a monk is identified as having vaguely 
threatened to do a “ deed which all England would 
bless him for,” but this story is almost inevitable 
and may be ignored. 


Henry III ( Son ). 

Born October 1st, 1207 ; died (65) November 
16th, 1272, Westminster -/buried, Westminster. 

Sexto decimokal. dec. . . . Henricus Tertius ab 
hac luce migravit.— Matthew of Westminster. 

On November 16th King Henry III died. 

Henricus Anglorum rex mense Novembri infir- 
mitate correptus, in die S. Edmundi confessoris 
obdormivit in Domino.— Thomas Walsingham . 

Henry King of the English attacked by weakness 
died on November 20th. 

Henry King of England corrupt with sickness 
died on St. Edmund the Archbishop's day in the 
month of November.— Robert of Gloucester . 

Cum autem ad Abatiam Sancti Regis et Martyris 
Edmundi declinasset mox languor ipsum invasit ac 
tenuit usque ad consummationem vitae.— Opus 
Chronicorum . 

When he reached the Abbey of the Royal 
Martyr, Sr. Edmund, weakness seized him and 
held him until the conclusion of his life. 

Cum ad abbatiam Sancti Edmundi Regis et 
Martyris declinasset gravi languore corripiur qui 
eum non deseruit usque vitae finern.— William 
Rishanger. 

When he had journeyed as far as the Abbey of 
St. Edmund, King and Martyr, he was seized with 
great feebleness which did not leave him until the 
end of his life. 

The King returning to St. Edmund's shrine 
began to wax somewhat crasie, but after having a 
little recovered he called a council there. . . 

But his sickness again renewing he brake the 
assembly and with all speed hasted to London. 
His sickness so increased upon him that finally he 
departed this life at Westminster on the 16th day 
of November.— Holinshed ( Chronicle ). 

Having reached the age of sixty-five, Henry had 
lived longer than any of his seven predecessors 
with the exception of the first of his name, who, 
living to be two years older, is credited by the 
chronicler with “ senile corpus." The brevity of 
the references to his death show for how little 
Henry III counted with the nation. He is spoken 
of as “King of the English.'' The expression recalls 
“ Mary Queen of Scots," and both terms are 
strangely ironical in view of the utter lack of 
affection which their subjects had for these two 
sovereigns. His tastes not less than his ihclina- 
tion unfitted him for ruling his powerful nobles, 
and he was content to leave the management of 
the kingdom to Hubert de Burgh. The only ill¬ 
ness suggested is an increasing weakness, possibly 
due solely to age. Rishanger makes the curious 
mistake of saying that he died at St. Edmund's 
shrine. 

(To be continued.) 

December 18 th, 1911. 
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METHODS OF MAKING AN 
ACCURATE PROGNOSIS IN RENAL 
DISEASE.* 

By OTTO GRUNBAUM, M.D.Cantab., 
F.R.C.P.Lond., D.Sc. 

Gentlemen,— We have met to-day to discuss the 
methods of making an accurate prognosis in renal 
disease. 

You can well understand that it is impossible to 
prophesy that a patient suffering from kidney 
disease will not have a railway accident or succumb 
to an infection with the pneumococcus, or that 
bronchitis will not develop and lead to cardiac 
failure. Our prognosis can only be made in so far 
as it affects the advance of the disease of the 
kidneys. We must therefore consider in what 
way§ renal disease leads to death. 

The two main ways are by the development of 
uraemia and by cerebral haemorrhage. Are we able 
to decide which of these two will carry off our 
patient, and when may we expect the end to occur? 

It is the solution of this problem which will 
occupy our time during the next half-hour. 

You are well aware that the percentage of 
albumen in the urine is no measure of the efficacy 
of the kidney action. Often a patient just 
entering into the stage of uraemia passes urine 
which contains but a trace of albumen, whilst 
another whose urine becomes solid upon boiling 
has many years of useful life before him. 

I might illustrate this by a case which came 
before my notice some five years ago. 

The patient, aet. about 40 years, had been told by 
an eminent physician that he had not more than six 
months to live because his urine became solid 
upon boiling, and this in spite of treatment. The 
man was otherwise healthy, and after investigation 

# A lecture delivered at the Polyclinic. 
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one was able to tell him that the albuminuria 
might be treated with contempt. I know at the 
present time he is hard at work and feels well. j 

The explanation of the albuminuria in his case 
was that some years previously he had had an 
attack of gonorrhoea and had been advised to take 
hexamethylenetetramine. He was a busy man . 
and travelled a good deal, and thought it would be 
convenient for the drug to be made into tablets. 
These he carried with him and used to take ten to 
twenty grains occasionally without diluting it. We | 
know that hexamethylenetetramine is excreted 
as formaldehyde. This he continued taking for 
many months, and I imagine it led to tanning of the ! 
glomeruli of his kidneys, and these allowed pro- ; 
teins to pass in fairly large quantities, but this did | 
not mean that the excretory power of his kidneys j 
was involved. The excretion of urine free from all 
albumen when the patient is almost in extremis is 
too common an occurrence for me to quote any 
specific instance. 

What methods did one adopt to decide that the 
patient alluded to had not any renal disease of 
grave importance ? 

The first was to examine his heart : this was 
found to be of normal size; the aortic second 
sound was not accentuated. The next was to 
take his blood-pressure: this was found to be in 
the region of 120 mm. Hg., that is to say normal, i 
The next examination was that of his retinae. In j 
the stage of the disease at which he was, albumin¬ 
uric retinitis was not anticipated, but early arterio- j 
sclerosis might have been present. This, as you ! 
know, is often first evinced by a thickened arteriole 
pressing upon a vein where it crosses it, and caus¬ 
ing bulging of the vein on the peripheral $ide and 
attenuation on the central side. 

In the case referred to this was absent, that is 
to say, the retinae appeared normal. There was 
no evidence of arterio-sclerosis of the retinal 
vessels. This was confirmatory of the evidence 
gained by taking the blood-pressure. 

There is, however, a condition in which the 
kidneys do not act efficiently without the blood- 
pressure rising, and without hypertrophy of the 
heart. This is not uncommonly the case in chronic 
parenchymatous nephritis. 

The next point which was investigated was the 
excretory quotient, or what is sometimes called the i 
haemo-rena) index. This is the name given to the j 


ra.io of salts in the urine to the salts in the 
serum. You are probably aware that this index 
may be estimated in various ways. One of 
them is by taking the freezing-point of the blood 
and the freezing-point of the urine. This 
unfortunately necessitates the abstraction of a 
considerable quantity of blood and the consump¬ 
tion of much time. Even when all the apparatus 
is kept ready one cannot reckon upon estimating 
this index by cryoscopy in less than an hour and a 
half. 

There is, however, a method of measuring the 
electric conductivity of these two fluids, and this 
tells us all we wish to know, whilst the consump¬ 
tion of the time is of but two or three minutes, and 
the amount of blood necessary can be obtained by 
pricking the finger. It is this method which I hope 
to demonstrate to you. 

In the literature of renal disease you will .find 
that many authorities consider the haemo-renal 
index of but little value. This is due to their not 
paying attention to the many essential details which 
I am about to relate to you. 

The patient who is to be investigated should be 
on an ordinary diet, not one especially selected for 
renal disease. He should have breakfast at 
8 o’clock, consisting of the normal food, but not 
more than half a pint of fluid. At n o’clock he 
should be told to empty his bladder. At 11.15 
a sample of blood should be taken from his finger. 
At 11.30 he should be told to empty his bladder 
again. This sample of urine coincides with the 
sample of blood, and these two are comparable. 
A twenty-four hours’ specimen of urine compared 
with a sample of blood taken at any odd moment 
is valueless. Again, samples taken whilst the 
| patient is on salt-free diet are valueless, or if the 
patient has been flushed out with large quantities 
of fluid. 

The blood is allowed to clot, the serum is placed 
between the electrodes of platinum black, and the 
conductivity estimated; the serum is then re¬ 
moved by means of blotting-paper, and the urine 
allowed to flow between the electrodes, and the 
conductivity of that estimated. 

The electric resistance of the blood is of no 
value because it depends so much upon the number 
and distribution of the red cells. 

Normally the conductivity of the urine is double 
that of the serum. Since we measure resistance 
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this is better expressed as the resistance in ohms 
of the serum is double that of the urine. 

What this is due to I am unprepared to say. 
In all probability it is not due entirely to the ratio 
of sodium chloride in the fluids. Any slight 
variation from 2 is not of much importance, but 
in some cases you will find that the haemo-renal 
index is 1 or less. 

In these the prognosis is not good, whilst if the 
haemo-renal index is above 1*5 it is unlikely that 
without fresh disease of the kidneys uraemia will 
develop within five years. 

My experience has been that three years usually 
sees the end of a case in which the haemo-renal 
index persists in the region of 0*8, but of course 
treatment is an important factor in the prognosis of 
severe disease. In my opinion, therefore, this 
method of investigating the efficiency of the kidney 
is of very great value when the blood-pressure is 
low, and the heart not markedly hypertrophied. 

In cases of interstitial nephritis it is often difficult j 
to decide whether the patient will die from uraemia, 
or whether cerebral haemorrhage will be the cause 
of death, and in this case it is extremely important 
for you to decide which is the more likely because 
the treatment in the two cases is very different. If 
cerebral haemorrhage is threatened it is our duty to 
attempt to lower the blood-pressure so as to post¬ 
pone the date of the haemorrhage, whilst if uraemia 
is likely to come on it is wise to make the kidneys do 
their maximum amount of work, and if necessary to 
raise the blood-pressure. In any case in which the 
chances appear equal as to which of the disasters 
is the more likely to occur I strongly advise the , 
treatment for uraemia, because I feel certain that | 
any of us would prefer to die from cerebral 
haemorrhage rather than from uraemia. In order to 
make myself lucid I think it would be wise for me 
to take a concrete example. 

A man comes under your care with a blood- 
pressure in the region of 210 mm. Hg., with a hyper- | 
trophied heart, some slight albuminuric retinitis and 
oedema of his legs, showing that the myocardium has 
become diseased. The patient suffers from head¬ 
aches and a certain amount of nausea. He is 
passing about 40 oz. of urine, which contains 
a small quantity of albumen. What is going to 
happen to him ? In this kind of case the haemo- 
renal index may assist, for if it be above 12 in 
all probabilty the man will ultimately die from 


cerebral haemorrhage, whilst if it be low uraemia 
will ensue unless active treatment be adopted. 

The prognosis in early cases of renal disease is 
often more difficult than those when the disease is 
well established. We must be careful to separate 
cases of albuminuria that are not due to disease of 
the kidneys, and when we find albumen in the 
urine the first thing to be done is to determine 
whether the albumen comes from the kidneys or 
from some other source. 'This investigation is not 
I part of our subject to-day, and we must assume that 
* the cases under discussion are those in which the 
albumen passed through the kidney. 

Not infrequently the first intimation the patient 
receives to the effect that his kidneys are not 
normal is a refusal for one of the Services in which 
there is a medical examination, or a demand for an 
increased premium on insuring his life. 

The commonest form of essential or functional 
albuminuria goes by the name of postural. In 
this condition the urine passed first thing in the 
morning is free from albumen, whilst that passed 
by the patient during the day, provided he does 
not stop in bed, contains albumen. 

Unfortunately these tests alone do not suffice. 
It is my custom to give these cases moderately large 
doses of calcium, in the form of calcium lactate, 
two drachms in the twenty-four hours. If whilst 
taking this, albumen appears in the urine, I sus¬ 
pect renal disease rather than essential albuminuria. 
Of course one must remember that any violent 
muscular exercise will lead to the presence of 
albumen in the urine, and this in healthy people, 
but if albumen appears in the urine when the 
patient does not indulge in excessive exercise, and 
whilst taking the calcium lactate, one must conclude 
that there is renal disease. 

This renal disease may not be permanent, the 
urine is examined for casts, and if casts other than 
hyaline are found the presence of disease is con¬ 
firmed. 

Years ago cases of this type were refused at life 
insurance offices, but now they are accepted at an 
increased premium, showing that the general view 
of the prognosis is not bad. 

Research in the direction as to the real pro¬ 
gnosis would be of great value, but it would have 
to be begun by a young man otherwise many of 
the patients would outlive him. 

I am acquainted with quite a number of people 
who pass small quantities of albumen, and in whom 
I am satisfied there is renal disease, who live a per¬ 
fectly comfortable life, and have done so for many 
years. 

It is not until the arteries deteriorate and the 
heart hypertrophies that any evidence of inefficient 
renal excretion makes itself apparent. 

Years ago the estimation of the quantity of urea 
excreted daily was considered to be of value in 
determining the efficiency of the kidneys. 
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We know nowthat thisquantity depends primarily 
upon the quantity of protein absorbed, and that 
frequently the diet of albuminuric patients was 
restricted, and that the diminished urea output 
depended upon that rather than kidney disease. 

The rate of excretion of foreign substances has 
been used to decide the condition of the kidneys. 
Methylene-blue has been given by the mouth as a 
pill or injected intra-muscularly, and the time of 
the complete elimination estimated. 

The results are not very reliable, and many 
fallacies have to be guarded against. Quite 
recently phenolsulphonephthaleine has been used 
instead of methylene-blue. The results recorded 
tend to show that the preparation will prove of 
considerable value in making a routine examina¬ 
tion of the kidneys. 

The usual method of carrying out this test is by 
an intra-muscular injection of i c.c. of water con¬ 
taining o '6 mgrm. of the dye, the patient having 
received half a pint of water half an hour before 
the test has begun. Then urine is passed at 
frequent intervals; a 25 per cent, solution of 
sodium hydrate is added. The dye should appear 
within eleven minutes of its injection, and should 
be completely excreted within two hours, 50 per 
cent, of the drug being excreted within the first 
hour. 

When there is marked delay in its appearance 
in the urine the probability of early renal disease is 
considerable. 

No doubt some of you are surprised that I have 
neglected all symptoms and clinical signs. With 
your permission I shall deal with them last, because 
unfortunately they do not assist in making a 
prognosis when the patient has many years to live. 
Towards the end clinical observations are of great 
value, but in a comparatively early case I cannot 
believe that any known purely clinical examination 
will allow one to prognose the end at an indefinite 
time or within three to five years. 

Cheyne-Stokes’ respiration points towardsa severe 
toxaemia and poisoning of the respiratory centre, 
and usually means that the patient will die in less 
than four months. Exceptions to this are not so 
very rare ; and therefore it is not wise to be too 
definite when speaking to the relatives of a patient 
in whom this sign is marked. 

Vomiting, nausea and headache all show the 
presence of toxins in the blood, and not infre¬ 
quently these poisons alter the brain-cells, and 
lead to convulsions, hallucinations, and even 
mania. But even these signs do not necessarily 
mean that the end is close ; I have seen several 
recover from these and live six months. One 
patient had developed uraemic coma, and left 
hospital three weeks later to return again after an 
interval of four months. So that immediate 
prognosis even in severe cases must be guarded. 

December 25 th, 1911. 


WITH DR. SAMUEL WEST IN 
THE WARDS OF 
ST. BARTHOLOMEW’S HOSPITAL. 

Here is a woman, set. 42 years, and I ask you to 
feel her arteries. They are very tortuous and 
enormously thick, and she has some albuminuric 
retinitis in the form of little, white, glistening spots. 
Two months ago she began to have vomiting and 
! headache, and a month ago she miscarried at the 
fifth month. Her vomiting ceased but the head¬ 
ache continued, and so she came into the hospital. 
She has had three living children, and all the mis¬ 
carriages have been with the recent pregnancies. 
She had some kidney trouble in 1905 after a mis¬ 
carriage, but I suppose that was incidental, and 
probably her renal disease dated before that. She 
has very high blood-pressure—systolic 270, dia¬ 
stolic 200. It is difficult to believe what is 
commonly stated, that the thickness of the vessels 
j does not make any difference in the pressure 
reading. The opinions of those who have specially 
worked at the question differ, and I must confess 
that I do not know how much to allow for thickened 
vessels. 

There are two kinds of albuminuric retinitis. 
The one is very like the optic neuritis of cerebral 
tumour: there is much effusion, many haemor¬ 
rhages, and so on. In fact you could not tell from 
the look of the eye whether it was albuminuric 
retinitis or something else. I have suggested that 
this should be called the exudative form, because 
1 there is so much exudation. The other is the 
degenerative form, and that is the characteristic 
form where there are white glistening specks round 
the yellow spot and scattered over the retina. And 
this case shows those small degenerative spots. 

| The exudative form may get well. The exudation 
may go and the eye recover completely. The 
degenerative form practically never disappears—it 
is a persistent change. It is pathognomonic of 
granular kidney. The exudative form is common 
in acute nephritis, and as the nephritis gets well 
| the retinitis will disappear. Granular kidney cannot 
| get well, and so the degenerative lesions are per¬ 
manent. I have seen a remarkable case lately 
which was sent to me as one of granular kidney, 
and the patient had nearly died with urtemia ; 
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there were extreme degenerative changes in the 
eye and many haemorrhages. I suppose we must 
have been wrong in our original diagnosis in that 
case, for the man has lost his albumen, his spots 
have disappeared, and he is now well. I put 
him on treatment by renal extract, just as we 
treat myxcedema with thyroid extract. During 
the time he has been on this he has steadily 
improved. 

With well - marked albuminuric retinitis the j 
duration of life is usually stated to be two years, | 
and I think on the average correctly, but there are j 
exceptions. I have seen cases lasting five and seven 
years respectively from the time it was first dis- j 
covered, and it must have been of some duration j 
then. ! 

Here is a girl who is interesting in another way. It ! 
is another renal case. She has acute nephritis and I 
a rather high-tension pulse. The great point is the I 
extreme pallor which she shows, just as so many | 
renal cases do, yet there is nothing in the blood to j 
explain it. Though so pale she is not anaemic, for 1 
she has an adequate number of red cells—that is | 
to say, four million, and her haemoglobin is 75 per 
cent. The white cells are 10,000. 

I 

Here is an interesting little boy. He came into 
the hospital with retraction of the head and a j 
temperature, and a more or less acute exacerbation 
of an illness of some days. Fourteen days previously 
he began to be ill. On June 18th he became 
extremely irritable, and the child staggered and 
had vomiting and convulsions, and was admitted 
into the surgery ward as a case of meningitis. There 
was no Kernig’s sign, but there was retraction of 
the head and his temperature was raised. The 
question which arose was a rather difficult one. 
Was it a post-epileptic condition ? or was there 
meningitis ? And if it was meningitis, what form 
was it ? Was it tubercular? or was it posterior basic 
and non-tubercular meningitis? There were more 
fits the next day, most on the right side. Though 
drowsy, the child was not comatose. A lumbar 
puncture was made. Serum was withdrawn which 
was turbid and contained numerous lymphocytes. 
In spite of that I did not think the child had 
meningitis, and I believed it would get better, and 
so it did. When it left the hospital a short time 
afterwards it was perfectly well. I have seen one 


case only of what I believe to be tubercular menin¬ 
gitis get well. Posterior basic meningitis, on the 
other hand, which is, as a rule, not tubercular, 
often does get well, sometimes completely, at other 
times more or less imperfectly. In some cases 
there may be nothing left except a little weakness 
of one arm, or of some face or eye muscle, or some 
difficulty of speech. In other cases where there has 
been extreme optic neuritis recovery may be com¬ 
plete except for the eye trouble, but this may result 
in blindness. 

The interest in this next case also lies chiefly in 
the history. She is practically well now, and I 
think she has lost most of her symptoms. She had 
an enormously dilated heart. She came into the 
hospital with an acute attack of chorea, and was 
very ill with it. She had had choreic movements 
about six weeks before she came in. Her mother 
had had chorea eight times before her marriage. 
After admission the movements were very violent 
for the first few days. She was put upon chloretone, 
and the movements at once stopped, and that 
stoppage of movement was, therefore, attributed to 
the drug. What really happened was that a sudden 
change in her condition took place, for which the 
drug was not really responsible, and she passed 
into that asthenic condition which some of these 
cases do. 

There are two types of serious chorea: in the 
one the movements are very violent, in the other 
the movements are very slight, just enough to 
make the diagnosis by, and the patients lie limp 
and listless, are extremely feeble and anaemic, and 
often in a very grave condition from the asthenia. 

This patient passed from one condition to the 
other very abruptly, and was in an alarming 
condition for several days. The temperature was 
raised, and when the heart was found to be greatly 
dilated the question of pericardial effusion arose. 
However, there was never any friction, or, indeed, 
anything else to support the diagnosis of peri¬ 
cardial effusion. She has gradually got better, and 
has had no return of the chorea. Now, except for an 
old systolic murmur, she is practically well. 

The sudden change in the character of the con¬ 
dition is the important point, not only as showing an 
interesting clinical fact, but indicating how cautious 
one must be about the conclusions one draws 
from the administration of drugs in these cases. 
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There is, of course, a close association between 

chorea and rheumatic fever, and some writers 

speak of chorea as cerebral rheumatism. This 

tends to confusion, for cerebral rheumatism is 

. | 
generally regarded as meaning rheumatic hyper- j 

pyrexia, which is quite a different thing. Because two ! 

conditions are associated together very frequently, j 

it does not follow that they are the same thing; j 

measles, for example, is often followed by whooping- | 

cough, and vice versa . So many cases of rheumatic j 

fever never get chorea, and many cases of chorea 

never get rheumatic fever ; it is true some do, but i 

this does not justify the conclusion that they are but 

different forms of the same disease. 

Chloretone, which was given to this patient, is 
a form of chloral, and chloral used to be the stock 
remedy. The object of it is to procure sleep, and 
for this purpose small doses should be given at fre¬ 
quent intervals. I should say the same about chlore- | 
tone. I do not think chloretone is better than chloral. 

I do not like salicylic acid unless there is pain, for 
it does not modify the course of the illness, and 
often produces much depression. When estimating 
the action of a remedy, one must know first of all 
the natural course of the disease, /. e . what is likely 
to happen if nothing in particular is done for it. 
Only when due allowance has been made for that 
can the value of any drug be estimated. This 
patient, as I have said, lost her movements at 
once after a full dose of chloretone, but in chorea 
that happens sometimes when nothing is given at 
all. So that it did not follow that the chloretone 
caused the change. 1 

This next case is also one of chorea, rather J 
troublesome in a way. She has to be nasally fed. j 
Her movements have been almost, but not entirely, j 
restricted to the left side. Chorea is generally 
hemiplegic in type, /. e. the movements affect one I 
side more than another; but there is not often | 
seen the great difference there has been in this j 
case all along. ! 

i 

This girl has an interesting combination of | 
symptoms. She has a well-marked presystolic 
murmur, and also a large effusion on the right 
side, no doubt tubercular in nature. It is not a 
common association. As usual, in well-developed 
mitral stenosis the second sound is absent at the ' 
apex. It is very difficult to explain why. One j 


often hears it said that the second sound is accen¬ 
tuated, but that means the pulmonary second 
sound at the base. But what happens to the second 
sound at the apex ? Why is it absent ? There 
must be some other cause for the second sound 
at the apex than that which produces the second 
sound at the base. Generally you are told that the 
second sound at the apex is the second sound at the 
base transmitted to the apex. That is not a clinical 
fact, for it often happens that accentuated sounds 
at the base are not transmitted to the apex at all, 
and again, the second sound at the apex may be 
louder than at the base. It comes, then, to this. 
That there must be a cause for the second sound 
at the apex different from the second sound at the 
base. What is this cause ? There is the case of 
mitral stenosis to help to the explanation. What 
is happening when the second sound ought to be 
produced ? The second sound occurs afthe com¬ 
mencement of diastole. The left ventricle is 
dilating, the right auricle is full of blood, and the 
blood is driven with increased pressure through 
the mitral valve, it impinges on the walls, and we 
may suppose that it may be this which produces 
the second sound. In mitral stenosis the blood 
can only trickle through a very narrow hole, and 
then there is no second sound; where it passes 
freely through a normal orifice a sound is produced. 
So whether due to vibration in the valves, or 
impinging on the walls, the second sound is 
connected with the passage of blood from the 
auricle to the ventricles, and is not the second 
sound transmitted from the base. 

Here is a woman who presents extreme contrac¬ 
ture of her legs. She is set. 35 years. She came 
into the hospital, having been delivered of a healthy 
child just before she arrived. It was during the 
last fortnight of her pregnancy that she began to 
feel some weakness in her legs, and as the weak¬ 
ness increased after her confinement, she applied 
to the hospital. I was not sure on admission how 
much was functional, or how much might be due 
to some direct pressure in the later stages of preg¬ 
nancy. I had to give up both views, for it became 
clear that it was due to some spinal cord mischief. 
The cause was not clear, but in the absence of other 
explanation it must be regarded as of toxic origin. 
She completely lost power in her legs and gradually 
got extreme spasm of them, so that she could only 
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lie on her side, with her legs drawn up tightly. 
That continued for a long time. Any attempt at 
direct treatment of the legs increased the irritability 
again and made matters worse. Extension by 
weights or by manipulation did harm, but gentle 
rubbing and some electrical baths was all that she 
could stand with advantage. It is now eighteen 
months since her illness began, and only in the 
last month or two has it been possible to get the 
iegs comparatively straight, but marked improve¬ 
ment is now occurring. 

At the time this patient came in we had a man 
with the same type of trouble. He came with a 
rapidly ascending myelitis, which looked like 
Landry’s paralysis. His illness began with weak¬ 
ness in the legs, and in a week he was paraplegic. 
A few days later the arms became weak, and the 
respirations unsatisfactory. It looked as if he 
had ascending myelitis, and was going to die from 
paralysis of his diaphragm. However, the symptom 
subsided and he was left paraplegic. This was 
followed with extreme contracture. This lasted 
many months and nothing seemed to do any good, 
and all we could do was to leave him alone. He 
gradually became better, and then the contracture 
passed off very rapidly. Then he got up, and 
now after fourteen months he can stand nearly ' 
upright. He has gone into the country. He ! 
writes to the sister and tells her what he is doing. | 
The last thing he reported about himself was that I 
he had been riding a bicycle. This is an instructive 
case, for it shows how extraordinarily the nervous 
system will take care of itself if not worried too 
much. I think this man will get quite well; he 
can already walk a considerable distance, and, as 
I have said, he can ride a bic>cle. His legs are j 
not quite straight, but nearly so. 

I am asked about the slight oedema which was I 
present in this woman’s legs. The mere sitting 
with the legs down for a considerable time, as she 
has done, would account for that. What helps the 
circulation largely in the limbs is movement, and 
this passive oedema of the legs will disappear when 
the patient gets about a little. 

You can tell at once by the appearance of this 
girl what her disease is. There is so much 
bronzing that you may be fairly certain at first 
sight that it is a case of Addison’s disease. There 
is not so much pigmentation in the nipples and 


folds of the arms and in the axillae as is often met 
with. There are no spots on the mucous mem¬ 
brane. We have been giving her adrenalin, and 
she is better than she was. Nearly all cases of 
Addison’s disease are tubercular. It is tempting 
to hope that one may do some good by the 
administration of supra renal extract, but I have 
given it in many cases without any benefit. Her 
blood-pressure is very small—40 on diastole, 

and 75 on systole. 

/ • 

Here is a girl, set. 15 years, and her tempera¬ 
ture chart is instructive. It is twelve days since 
she came into hospital. A month ago she had 
headache and pain in the abdomen, and lost her 
appetite. She went to bed. A fortnight later, a 
day previous to admission, she- felt sick, sweated 
profusely, and had some diarrhoea. Her tempera¬ 
ture was 103° F, very oscillating and very hectic. 
Her white corpuscles numbered 7500, and the 
question was the diagnosis. Typhoid seemed the 
most likely diagnosis with that temperature. Widal 
reaction was negative, but too much importance 
must not be attached to that. Was there suppura¬ 
tion somewhere ? The blood examination was 
against that view, for the white cells were only 
7500. Malignant endocarditis was another thing 
to be thought of, but there was no evidence of it. 
Tubercular disease was possible, but the von 
Pirquet reaction was negative and there was no 
other evidence of tuberculosis. 

A blood culture was made and yielded a typical 
growth of Streptococcus pyogenes . The source of 
the infection cannot be traced. In many of these 
cases of septic infection the blood is found to be 
sterile. But we are told that this depends largely 
on the amount of blood which is taken for 
examination purposes, and that if sufficient blood, 
a culture will be almost uniformly obtained of the 
bacillus which is the cause of the trouble. A 
vaccine has been prepared from her own strain. 
She seemed to improve after the first injection, 
but her temperature was falling before she had it. 
On the second dose her temperature rose again 
and she did not seem so well. 

Our experience with the vaccine treatment of 
these blood infection cases has not been favour¬ 
able. In some it certainly has done harm and has 
had to be abandoned. It is often dogmatically 
stated that these vaccines do no harm even if 
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they do no good. It is a good deal to ask one 
to believe that something which is so potent 
for good cannot also have the power of pro¬ 
ducing harm. I have myself seen cases in which 
I was certain harm was done by the vaccine, 
and I stopped its administration, and after the 
cessation of the vaccine the patient began to get 
better. I have seen patients in private in which 
the vaccines have been given for a long time, for 
weeks or months, with short intervals between. 
I remember one particular case in which the 
patient was dying ot extreme asthenia, as in cases 
of carcinoma, or Addison’s disease, and I am not 
sure that the asthenia was not the result of the 
too prolonged administration of the vaccines. 
Vaccines should be used with discretion, and it 
must not be assumed that they cannot do harm. 

This girl is suffering from colitis. She is 24 years 
of age, and in August, 1909, she had an attack 
similar to the present one. She then got well. The 
present attack began three weeks before admission, 
that is to say, now five weeks ago. She had sudden 
diarrhoea, and her motions were as frequent as eight 
in the day. No cause could be assigned for it. 
She passed some blood, which stained the motions, 
she had tenesmus, sweated at night, and lost flesh, 
and when site came to the hospital her tem¬ 
perature was raised. Her respirations were 24 and 
pulse 112, and she had tenderness in the left iliac 
fossa. Her motions consisted largely of blood and 
mucus, but nothing very characteristic. There is 
some leucocytosis, but no eosinophilia. We are 
giving opium and ipecacuanha and castor oil. 
Her troubles have been more from frequency of 
the motions than from actual diarrhoea. Therefore 
we have treated her on the lines of a case of 
dysentery. We have given her sufficient castor oil 
to cause a copious motion in the morning in the 
hope of saving the inconvenience of numerous 
motions throughout the day. 

We discussed appendicostomy in connection 
with this case, and concluded it was risky, and 
that it would be better avoided. 

December 25 th, 1911. 


THE DEATHS OF ENGLISH 
KINGS. 

By JAMES RAE, M.A., M.D. 


(Continued from p. 176.) 

Edward I (Son). 

Born June 17th, 1239 ; died (68) July 7th, 1307, 
Burgh-on-Sands ; buried\ Westminster. 

Ccepit rex vexari dissenteria. Pridie vero nonas 
Julii . . . invalescente infirmitate dies suos in 
I bono et annos suos in gloria consurnmavit.— 
Matthew of Westminster. 

The king began to be troubled with dysentery. 
And indeed, on July 6th, he completed his dayfr 
in well doing and his years in glory. 

Rex vexari ccepit dissenteria et . . . desperabat 
1 de vita diuturna. Invalescente morbo die crastino 
scilicet feria sexta praesenti vitae valeficiens dies 
suos in bone et annos suos in Anglia, consum- 
mavit.— Thomas Walsingham. 

The king began to be troubled with dysentery 
and gave up hope of living longer. His disease 
i increasing on the morrow, that is to say Saturday, 

: bidding farewell to the present life he ended his 
days in well-doing and his years in England. 

The king died of a dysentery and a bloody flux. 
—Baker ( Chronicle ). 

| 

Edw'ard lived longer than his father did, and 
natural failure of strength might be a contributory 
cause of his death even more than of Henry’s. 
But according to the chroniclers Edward had been 
in poor health for many months. In spite of this 
he undertook a campaign which had to be pre¬ 
ceded by a march almost the whole length of 
| England. He began to suffer from dysentery 
about the middle of June, but the last phase 
I occupied only four or five days. The passages I 
j have quoted are few, but the other chroniclers 
give no more than a simple “ obiit.” The death of 
a soldier from dysentery seemed unworthy of 
further detail, even though he were a king. The 
j ‘Chronicle de Lanercost’ itself gives no other 
' fact, yet it was written in the district where Edward 
died. It is curious that the “ campaigning kings ” 
of England, those who died, so to say, on horse¬ 
back, were all attacked by a dysenteric disease. 
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Active service is accompanied by this scourge even 
in modern times. 

Edward II (So//), 

Born April 25th, 1284; died (43) September 
22nd, 1327, at Berkeley Castle; buried, Gloucester. 

Ipsum oppressum et suffocatum cum ferroplum- 
biarii intense ignito trans tubam ductilem ad eges- 
tionis partes secretas applicatam membra spiritalia 
post intestinas combusserunt.— Vita et Mors 
Edwardi Secundi. 

They kept him down holding him stifled, and 
burnt his breathing organs as well as his intestines 
with a red-hot iron such as plumbers use; this 
they passed through a tube introduced into his 
bowel. 

In this same year was this old Edward slain with 
a hot spit put into his body, which could not be 
spied when he was dead for they put a horn into 
his tewhel [a Norfolk word meaning rectum] and 
the spit through the horn that there should be no 
burning appear outside. This was by the ordi¬ 
nance as was said of Sir John Mauntreveres and 
Thomas Gurney, which laid a great door upon him 
while they did their work.— John Capgrave 
( Chronicle ). 

With heavy featherbeds or a table (as some 
write) being cast upon him they kept him down and 
withal put into his fundament an horn and through 
the same they thrust up into his body an hot spit 
or (as others have) through the pipe of a trumpet, 
a plumber's instrument of iron made very hot, the 
which passing up into his intrailes and being rolled 
to and fro burnt the same, but so as no appearance 
of any wound or hurt outwardlie might be once 
perceived.— Holinshed (Chronicle), 

Death was due to shock. The bowel was pro¬ 
bably pierced several times, the great vessels seared, 
the nervous ganglia destroyed. A gunshot wound 
of the intestine is the only thing in ordinary modern 
clinical experience which might give an idea of the 
agony of such a death. A comparable mode of 
execution was employed for Ravaillac, the assassin 
of Henry IV of France. It is unnecessary to give 
the ghastly details of the punishment devised for 
him, but after certain preliminary applications 
molten lead was poured on to his abdomen. The 
tomb of Edward II was examined about i860 ; a 
lead coffin covered with fragments of tinsel was 
exposed, but the actual coffin was not opened. 
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Edward III (Son), 

Born November 3rd, 1312 ; died (65) June 21st, 
1377, at Sheen ; buried ’ Westminster. 

Rex Edwardus in . . . vicesimo primo die 

Junii diem clausit extremam. —Thomas Walsing- 
ham. 

The King died on the 21st day of June. 

The same year (1376) the King of England as 
] is aforesaid before the feast of St. Michael at 
| Havering of the Bower, fell into a sore sickness 
and of long continuance, for it held him until 
Tuesday in Sexagesima following, and all his 
physicians despaired of him, and in respect of his 
weakness durst not take care or administer any 
! medicines unto him. But as God of His Heavenly 
Grace vouchsafed, he was delivered of a great 
! imposthume and so by little and little began to 
I recover with the help of the physician and by 
I restoratives and good meats and fresh broths and 
by sops of wheatbread in caudles with goat’s milk, 

| for other food could he neither eat nor taste.— 
Chrotiicon Anglice (quoted in introduction), 

[1376] Rex quern mimia diu oppresserant 
incommoda senectutis cito post parliamentum 
praedictum sibimet incommodior est affectus. 
Decidit enim in languorem, non, ut creditur, 
aegritudinis senibus naturalis, ced qui plerumque 
juvenis ob inordinatum affectum Veneris dicitur 
accidentis. Sed illius morbi longe difficilior est 
curatio senis quam juvenis propter diversas causas 
senilis scilicet frigoris et juvenilis caloris. Unde 
dominus rex, quia jam consumpta erant pene in eo 
naturalis humor et nutritivus calor, debilitabatur 
multo amplius et deficit virtus ejus. Revera 
affirmatum est a multis eum hanc aegritudinem 
incurrisse ob desiderium illius meretriculae, Aliciae 
scilicet Perres, quia ab ejus pnesentia fuerat 
j separata. Quod expost verum fuisse patuit . . . 

quia eandem Aliciam in familiaritatem pristinam 
* revocavit. . . . Inter haec regis languor accessit, et 
coepit a medicis desperari, quamvis omni nocte 
| supradicta meretrix una cum Isabella filia sua cum 
eo cubaret. . . . Fuit rex ad Natale apud Havering- 
atte-Boure ubi pro tunc gravi corporis incommodo 
' laborabat. 

| [ 1377 ] Undecimo kalendas Junii . . . coepit 

1 manifesto monstrare mortis indicia per quae sibi 
| astantes et ipsemet cognovit se procul dubio 
moriturum. . . . Et post modici temporis intervallum 
reddidit spiritual suum Deo.— Chronicon Atiglice. 
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After the Parliament, the King, whom excessive 
impairment of old age had oppressed for a long time, 
rapidly became more troubled. For he fell into a 
weakness not of the kind which is believed to be 
usual in old men, but which is said to attach itself 
for the most part to youths given to lechery. But 
the cure of that disease is far more difficult in an 
old man than in a young one, for the different 
reasons of the old man’s chilliness and the young 
man’s heat. And, therefore, the Lord King was 
weakened the more because the natural fluid and 
nutritive heat in him were now almost exhausted, 
and his virility failed. In truth it is said by many 
that he developed this disorder owing to his desire 
for that wanton baggage Alice Perrers, who had 
been kept from his presence. This was proved 
later on, for he took Alice back into their old 
relation. During this time the King’s weakness 
increased, and he began to be despaired of by his 
physicians, although the before-mentioned courtesan 
along with her daughter Isabella had lain with him 
all night long. 

At Christmas the King was at Havering-at- 
Bower, where he was th£n much troubled by the 
great impairment of his body. On May 22nd 
he began to show signs of death, by which his 
attendants, and indeed himself, knew that he was 
about to die. And quite a short time after he 
returned his soul to God. 

The unknown chronicler quoted so fully is 
unusually outspoken for a writer so nearly contem¬ 
porary. Edward was at Havering-at-Bower (three 
miles from Romford in Essex) about October 10th, 
1376, and until about January 30th following was 
very ill; the bursting of an abscess in some 
unmentioned situation marked the beginning of an 
improvement in his sixteen weeks’ illness. His 
meetings with Parliament after this required all his 
tact as they were obtained to protest against Alice 
Perrers. His history makes it plain that he was 
worn out by sexual excess. He was sixty five at 
his death, which was not unlikely due to syphilis, 
of which his son John of Gaunt died, as is plainly 
indicated in Thomas Gascoigne’s ‘ Liber Veritatum.’ 
The death of his eldest son from dysentery had 
probably less to do with his own than the amiable 
compilers of school histories would have us believe. 
The one severe English edict against lepers was 
promulgated in 1346, and contains words which 


certainly apply to syphilitics. If Edward did die 
from syphilis the fact is not without its irony. 

Alice Perrers lived until the end of 1400. A 
woman of the bedchamber to Queen Philippa 
(who died in 1369 after a long illness), her con¬ 
nection with the king seems to have lasted about 
ten years. Her interference with the course of 
justice evoked a protest by Parliament which 
petitioned against her both before and after 
Edward’s death. She is buried in the Parish 
Church at Upminster, Essex. Her heirs were her 
daughters Jane and Joane, the latter being certainly 
her husband’s child. I have found no other refer¬ 
ence to Isabella. Interference with justice and 
State affairs by the King’s mistress—so flagrant in 
this reign—was fortunately never again so notorious 
until three centuries later. It is true that the next 
Edward was also influenced in this way, but Jane 
Shore’s intercessions were almost invariably on the 
side of mercy. 

Richard II {Grandson). 

Born April 13th, 1366; died (36), February 
14th, 1400, at Pontefract Castle; buried , Langley. 

Ricardus ... in tantani ut fertur demersus est 
tristitiam quod semetipsum inedia voluit peremisse. 
In tantam dicitur abstinuisse quod clauso orificio 
stomachi cum ex post, consilio amicorum, voluisset 
naturae satisfecisse comedendo praecluso omnino 
appetitu comedere non valeret; ut factum est ut 
debilitata natura deficereret et die Sancti Valentini 
diem supremam clauderit. — Anna/es Henrici 
Quarti . 

It is reported that Richard was plunged into such 
melancholy that he resolved to take his life by 
starving himself; he is said to have refrained to 
such an extent that when later on in compliance 
: with the entreaty of his friends he wished to 
appease nature by eating, he could swallow nothing, 

1 the opening of his stomach having closed and all 
i appetite having gone. The result was that his con- 
1 stitution being weakened he sank and died on 
February 14th. 

The common fame is that he was every day 
served at the table with costly meat like a king, and 
! when the meat was set before him he was forbidden 
once to touch it . . . and so he . died of 
forced famine. But Th. Walsingham referreth it 
altogether to voluntary pining of himself. One 
writer saith that he was felled with a stroke of a 
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poleaxe which Sir Piers gave him upon the head 
and therewith rid him out of life.— Holinshed 
( Chronicle ). 

Most chronicles repeat the story that Richard 
was poleaxed. They have not been quoted, as dis¬ 
proofs of this belief are furnished by a note in 
4 Vie et Traison de Richard II,’ which states that his 
skull when examined showed no trace of fracture; 
this chronicle adds nothing to our information 
about the manner of his death. He may have 
been starved by his successor's orders, but such an 
act seems unnecessary, and (if it were to be done 
at all) not likely to be postponed so long after 
Richard's deposition. As Richard is revealed in 
the chronicles he appears of a somewhat hysterical 
nature and might well have starved himself volun¬ 
tarily. To have done this and then to be unable to 
eat is quite consistent with the diagnosis cf anorexia 
nervosa : “ prcecluso orificio ” is very suggestive of 
the oesophageal spasm which occurs in these cases 
and the mental depression reinforces the diagnosis. 
But his melancholy and loss of appetite may also 
have been due to cerebral tumour. Nearly four 
hundred years passed before another king was 
succeeded by his grandson, and then again the 
latter showed a union of weakness, obstinacy, and 
mental disorder. That George III retained the 
throne from which Richard II was removed was 
due entirely to the change in the national temper. 

Henry IV ( Cousin-german ). 

Born April 3rd, 1367 ; died (46) March 20th, 
1413, at Westminster; buried\ Canterbury. 

The King after that time [1404] lost the beauty 
of his face. For as the common opinion went 
from that time until his death he was a leper and 
ever fouler and fouler. For in his death as they 
that saw him recorded he was so contracted, that 
his body was scarce a cubit of length.— Capgrave 
(1 Chronicle ). 

Henricus Quartus Rex Angliae fuit percussus 
horribili et pessimo genere leprae ... In nocte 
ilia horribili timore vexatus est in tantum quod 
clamore magno camerarios euos excitavit damans, 
“ Proditores! Proditores ! Ignem super me pro- 
jecistis ”... Igne Domini divinae ulcionis et 
lepra manifesta percussus erat . . . in crastino ad 
Ripun equitavit ubi mansit infirmus per septem 
dies. ... In facie sua et in manibus praefati 


regis in die ilia octava magnae pustulae leprosae 
pendebant. . . . et prominebant quasi capita 

mamillarum.— Thomas Gascoigne . 

Henry IV, King of England, was smitten with a 
horrible leprosy of the worst kind. . . . That 

very night he was tormented by a horrible dread so 
that he roused his gentlemen-in-waiting by scream¬ 
ing, “Traitors ! traitors! you have thrown fire over 
me.” He had been smitten by the fire of God 
and an obvious leprosy, a corrosion from Heaven. 
Next day he rode to Ripon where he lay ill for a 
week. . . . Large pustules of a leprous nature 
were then hanging on his face and hands, and 
stood out like the summits of breasts. 

The King kept his Christmas this year at Eltham, 
being very sick of a kind of apoplectic distemper 
in which by fits he was thought to be dead, but it 
pleased God that he a little recovered, and passed 
the latter part of the Christmas in some pleasure, 
till Candlemas [February 2nd], Worshipping at St. 
Edward’s shrine, he was so violently seized with 
another fit of his apoplexy that all the standers by 
thought he would have died presently.— Samuel 
Daniel (Life of Henry\ ed. 1706). 

He was- eftsoons taken with a sore sickness 
which was not a leprosy . . . but a very 

apoplexy of the which he languished till his 
appointed hour, and had none other grief or 
malady. . . . He was taken with his last 
illness while he was making his prayers at St. 
Edward’s shrine. . . . He was so suddenly 

taken and grievously that such as were about him 
feared lest he would have died presently, whereof 
to relieve him (if it were possible) they bare him 
into a chamber that was next at hand, where they 
laid him on a pallet before the fire and used 
all remedies to revive him. At length he re¬ 
covered his speech and understanding.— Holinshed 
( Chronicle ). 

He was suddenly taken with apoplexy.— Baker 
( Chronicle ). 

The face of the deceased king was seen in 
complete preservation. The nose elevated, the 
cartilage even remaining, though on the admission 
of the air it sank away, and had entirely disappeared 
before the examination was finished. The skin of 
the chin was entire, of the consistence and thick¬ 
ness of the upper leather of a shoe, brown and 
moist; the beard thick and matted, and of a deep 
russet colour. The jaws were perfect and all the 
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teeth in them except one fore tooth, which had 
probably been lost during the king's life. The 
surveyor stated that when he introduced his finger 
under the wrappers to remove them, he distinctly 
felt the orbits of the eyes prominent in their 
sockets. The flesh upon the nose was moist, 
clammy, and of the same brown colour as every 
other part of the face.— Archceologia , 1832 (vol. 
xxvi, p. 444). 

The authority for the story of Henry's “ leprosy " 
is in Thomas Gascoigne’s 4 Liber Veritatum.' This 
passage is so important that J deal with it separately 
at the end of this note. 

There are many references to the disease, and 
one author (not mentioned here) refers to a tumour 
under the king’s nose. The description of the 
king's face as seen in 1832, when the coffin was 
opened, disproves the story. I have carefully 
examined his effigy on the choir-screen at York 
Minster (a contemporary piece of work) and his 
portrait in the National Portrait Gallery, painted 
shortly after his death. The former shows a small 
lump at the left side of the upper lip which may 
represent the end of his moustache; I must say, 
however, that I was quite unable to satisfy myself 
that I saw a similar lump at the right side. The 
portrait shows Henry wearing a black moustache 
of the “ Mongolian " type which agrees with the 
growth of hair after death being a dark russet 
colour; assuredly there is nothing depicted which 
could be construed as a tumour. His nose seems 
to have been large and in the effigy is rather 
bulbous; the effigy in the central hall of the 
Houses of Parliament has the same appearance, 
but this, being quite modem, is valueless as 
evidence. Possibly he had rhinophyma or some 
other form of rosacea, or herpes labialis, or a 
chronic eczema. 

The explanation of his attacks of unconsciousness 
by “ apoplexy " may be dismissed at once. Then, 
and for centuries afterwards, this term had no 
definite meaning, and is used in the cases of 
Edward IV, Charles II, and George II. The 
accounts do not support the theory of their being 
epileptic. The onset seems invariably to have 
been without warning; the attack was prolonged 
and the spectators always thought he was dead; 
there was apparently no subsequent mental con¬ 
fusion. The well-known story of the removal of 


the crown by his son has been deleted from the 
Holinshed quotation as it is not supported by any 
other authority save Grafton. Both derive the 
incident from Enguerant de Monstrelet. On con¬ 
sidering the features in Henry's attacks (excluding 
the Gascoigne quotation) I am inclined to think 
that he suffered from derangement of the heart-wall 
such as dilatation or from Stokes-Adams' disease. 

I now come to deal with the quotation from 
Gascoigne, which is sufficient in itself to furnish a 
totally different explanation of Henry's symptoms. 
I may explain that the leprosy was reputed to have 
attacked him as he was riding on the very day that 
Archbishop Scrope was executed ; this helps to 
explain the reference in Capgrave. The sudden¬ 
ness of onset may be passed over as not true. But 
the condition which the fifteenth-century writer 
likened to areolae—for that I take it is what is 
meant by “capita mamillarum ”—is nowadays 
usually described as being like limpet-shells. In 
other words, 1 take this passage to mean that 
Henry had rupia ; and that the “ flames" he felt 
in the night were the sharp osteocopic pains of 
syphilis. The rupia would not last nine years, but 
he may have had a succession of gummata, the 
white scars of which would not have been noticed 
four hundred years after his death. To carry this 
line of argument a step further ; Henry's syncopal 
attacks may have been due to commencing aortitis 
or even to actual gumma of the heart. 

These, then, are the two explanations of this 
King's death; one may hold that he had Stokes- 
Adams' disease and some innocent and persistent 
skin trouble, or one may explain the eruptions and 
the syncope as occurring in different stages of 
syphilis. For my own part, though there is but 
one author to base my opinion on, I believe that 
Henry was a syphilitic. If one were tempted to 
indulge in a refinement of diagnosis one might say 
that he had a gumma of the bundle of His. 

In conclusion I may refer to a story told by one 
Clement of Maidstone. The royal corpse was 
taken by water to Faversham, and Clement says 
he learned from one of the escort that a storm 
sprang up during the voyage and the crew flung the 
body overboard. It is therefore not Henry's body 
which is buried at Canterbury. In support of this 
are these facts: the outer coffin is of a totally 
different shape from the inner; the space between 
them was filled up with straw ; on the inner was 
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found a rude cross of twigs tied together; and 
there were no regalia in the coffin—the only royal 
coffin which has been found to lack them. The 
inference is that the crew snatched some corpse 
at Faversham and put a cross on it out of supersti¬ 
tion. The story is curious and cannot be proved 
to be either true or false. 

Henry V (Son). 

Born September 16th, 1387; died($$) August 31st, 
1422, at Bois-de-Vincennes ; buried , Westminster. 

Rex diutina intemperie (quam ex nimio et diu- 
tino labore contraxerat) interim incidit in febrem 
acutam cum dissenteria vehementi quod medici 
eidem niedicinas aliquas intrinsecas apponere non 
audebant; sed de ejus vita penitus desparabant. 

. . Animam suam suo reddidit creatori penul- 

timo die mensis Augusti.— Thomas Walsingham . 

The King, from having an old distemper—which 
he had contracted from excessive and long-con¬ 
tinued exertion—meantime fell into an acute fever 
with violent dysentery. This his physicians did 
not venture to treat by any internal medication, 
but forthwith gave up hope of his life. On August 
30th his Maker took back his soul. 

Henricus quern belli asperitas et fortuna nun- 
quam dejecit, in gravem et perdiuturnum morbum 
incidit cujus magnvtudo ita crevit ut de principis j 
salute omnes desperarent. . . . Regem cum 1 

suis nobilibus colloquentem mors oppressit.— 
Memorials of Henry V. 

Henry, whom the hardship of war and ill-fortune 
never cast down, fell into a serious and obstinate 
disorder, the degree of which increased so much 
that all despaired of their Prince’s safety. Death 
overcame the King when he was speaking to his 
nobles. 

Illustrissimum principem gravis languoris immo 
multum gravius quam putavit invasit acerbitas 
[June, 1422] et regale corpus continue aegritudinis 
insultu vexatum est. . . . Indies invalescerit 

infirmitas . . . [July, 1422]. Se in vehiculo 

tali quali infirmi equis portantibus deferri solebant 
ob insufficientiam ferri jussit: cumque usque oppi- 
dum de Corbuyle post aliquot dies pervenisset 
invalescente gravis aegritudinis incommodo. . . . 
Cum post dies paucos multo inimicius quam prius 
regritudinis gravitate vexabatur versus castrum 
Boiscuvicennarum progressus ubi per infirmitatis 
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tempora jam decrevit quiescere.— Gesta Henrici 
Quinti. 

An increase of weakness attacked the famous 
Prince, of a nature far more serious than he believed, 
and his royal person was harrassed by the annoy¬ 
ance of a persistent disorder. His illness increased 
each day ; his strength failing, he gave orders that 
he should be carried in a horse-litter such as sick 
persons use, and when he reached the town of 
Corbeuil in a few days, the trouble of his severe 
illness was growing worse. Some days later he was 
troubled far more threateningly than before by the 
seriousness of his disease, but went to the castle 
of Bois-de-Vincennes where he decided to rest 
during the period of his illness. 

Sui decessus causa fuit infirmitas fluxus ventris 
quae dicitur infirmitas sancti Fiacri, eo ut com- 
muniter ferebatur quia preciosum corpus dicti 
gloriosissimi sancti a proprio loco in alterum 
ad sui inordinatum affectum voluerat, et volebat 
. . . in suum Anglii regnum asportare. . . . 

j Ideo sacrilegus et ecclesie violator reputandus erat. 
— Saint Denys . 

The cause of his death was a dysentery which 
was commonly described as St. Fiacre’s disease 
because in his arrogance he wished to carry off the 
remains of this renowned saint to his own kingdom 
of England. Hence he became regarded as a sacri¬ 
legious defamer of the Church. 

Infirmitatem cancrosam quam vulgariter Sancti 
Feakre le male vocant subiit; et quia morbus 
acriter eum invasit quaesivit medicos originem et 
suae infirmitatis occasionem : responderunt quia 
temeravit immunitatem S. Feogri Scoti. Putre- 
factus omnibus suis intralibus genitalibus et spirit- 
alibus membris mortuus est.— Johan de For dun 
( Seotichronicon .) 

He was attacked by a cancerous disease which 
the peasantry called “St. Fiacre’s III.” His malady 
being severe, he questioned his doctors as to its 
cause. This they held to be his threats against the 
repose of the Irish saint. Fiacre. He died with all 
parts of his body rotting away. 

Jay este depuis assez veritablement imformez de 
la principalle malladie quy mena lessusdit roy a la 
most, cest a scavoir que ce luy vient par feu qui 
luy prinst par desoubz au fondement que len dist 
estre “malladie Sain tAnthonnel’—fehande IVaurin 
( Chronicle ). 

I have since been truly informed concerning the 
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principal disease by which the said King was 
brought to his death, namely, that it was by 
an inflammation which seized him in the funda¬ 
ment, and which is called the disease of St. 
Anthony. 

Some say that he was poisoned ; the Scots write 
that he died of the disease of St. Fiacre which is a 
palsy and a cramp. Enguerant sayeth that he died 
of St. Anthony’s fire; but all these are fables, such 
as many more write. For Peter Basset, Esquire, j 
who at the time of his death was his ’chamberlain, j 
affirms that he died of a Plurisis, which at that j 
time was so rare a sickness and so strange a disease 
that the same was to the most part of men unknown, j 
and physicians wete acquainted as little with any J 
remedy for the same .—Edward Halle (Lancaster 
and York), j 

Peter Basset affirmed that he deceased of a 
pleurisy, though the Scots and French set it down 
to be of St. Fiacre’s disease that they say was a 
palsy with a cramp, which Enguerant reports to 
be St. Anthony’s fire, but neither of them truly. ' 
Anglorum Proelia saith that it was a sharp fever 
which happening unto him (wearied with the broils 
of war) in a very unseasonable time of the year, 
namely, the dog-days, tormented him the sorer and 
grew to be not only dangerous but desperate, for it 
left him not till life was extinguished .—Holinshed j 
(Chro flick ). 

He was forced to yield to the violence of the 
distemper upon him, being a fever and a flux.— 
Samuel Daniel (Life of Henry V , ed. 1706). 

In the case of this King there is the unusual 
difficulty of deciding between diagnoses already 
made. Much of the confusion is due to the I 
uncertainty as to the nature of the two diseases 
known by the names of saints. Each is described 
as a palsy and a cramp, and St. Anthony’s disease | 
as a proctitis ; a misreading of his original by 
Holinshed is the apparent explanation of the former. 
My search for further details about these diseases 
brought me to the conclusions that there is no such | 
entity as St. Fiacre’s disease ; and that its supposed 1 
existence was to be explained by the time and the 1 
circumstances of Henry’s death. St. Denys and 
Johan de Fordun support my belief that thisdisorder 


Unfortunately for this impressive legend, there is 
evidence that Henry was ill before he began that 
siege of Meaux which lasted for six months, and 
his illness increased two months before he died. 
His movements during this latter period were as 
follows: he marched from Senlis to Corbeuil, 
travelled thence by water as far as Charenton, from 
which he was borne in a horse-litter to Bois-de- 
Vincennes ; it was at this time that a rumour was 
spread through the French army that he had died 
of smallpox. The opinion of Basset, who was 
certainly in a position to know, but whose works 
have never been published, must certainly be 
allowed all its weight. Yet a pleurisy does not 
account for Henry’s long illness, although it may 
have been the actual cause of his death. We have 
still to explain St. Anthony’s disease—a synonym 
for ergotism, the scourge of Normandy. The 
attacks in this disorder usually began with agonizing 
pains in the lower extremities. Sometimes the 
skin became livid and covered with bullae as in a 
severe erysipelas. The rumour of smallpox shows 
there was some skin-eruption of a severe kind. 
The proctitis implied by Jehan de Waurin is con¬ 
firmed by the “cancrosam ” of the ‘Scotichronicon.’ 
Cancer of the rectum is a possible diagnosis, and 
his age (thirty-five) is no contradiction, as cases 
occur in persons even younger than this. The 
paralysis and diarrhoea may* be explained by 
pellagra, a disease due to maize, and occurring in 
the South of France, but we have no proofs that 
maize was eaten in Northern France at that time. 
Again, he may have had dysentery with pleurisy 
as a complication, or there may have been an 
empyema due to extension from a hepatic abscess. 
The palsy is mentioned only in the English 
chronicles from a source which is doubtful, whereas 
the writers who seem to have had first-hand know¬ 
ledge ignore it. I think that in consequence it 
may be disregarded. Syphilis with phagedaenic 
ulceration and condylomata corresponds to the 
picture given in the ‘ Scotichronicon,’ and the 
smallpox might be rupia, but as no other writer 
refers to this, I merely indicate it as a possibility. 
An acute dysentery which ultimately became chronic 
would account for all the other symptoms, including 
the pleurisy. 


was an invention of the chroniclers, but supply 
the interesting theory that Henry’s disease was 


St. Fiacre (the patron saint of gardeners) was an 
Irish saint worshipped at Meaux, and celebrated as 


the outcome of a threat against a saint’s repose. | a worker of miraculous cures. He died about 670 
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at Breuil, near Paris, and is commemorated on j 
August 30th. Henry V actually died at 2 a. m. on ; 
September 1st, but the reign of his successor was ! 
officially regarded as starting from midnight. 

Henry VI (son). 

Born December 6th, 1421 ; died (49) May 21st, 
1471, Tower of London ; buried\ Windsor. 

He was now in the Tower shorted of his life by 
Richard, Duke of Gloucester, who murdered the 
said King Henry with a dagger. . . . Howbeit, 

some writers of that time . . . have recorded 

that out of pure displeasure, indignation, and 
melancholy he died the three and twentieth of j 
May.— Holinshed ( Chronicle ). I 

Of the death of this Prince divers tales were told, ! 
but the most common fame went that he was 
sticked with a dagger by the hands of the Duke of 
Gloucester.— Baby an (Chronicle). 

The same night, being the 21st day of May, and 
Tuesday, at night betwixt a XI and XII of the , 
clock was King Henry, being prisoner in the Tower I 
put to death ; the Duke of Gloucester and divers I 
others being there that night.— Le/and (Chronicle). ! 

It may be regarded as certain that Henry was ; 
murdered, and that the Duke of Gloucester was 
his killer. His body was enbalmed and buried at 
Chertsey Abbey, where it remained for thirteen ! 
years. In the spring of 1484 Richard III removed 
it to Windsor. The tomb was opened on Novem- ! 
ber 4th, 1910 (see the ‘Times’ for November 
12th, 1910). A rectangular box found inside con¬ 
tained a decayed mass of human bones lying in no , 
definite order, mixed with the rotten remains of 
some material in which they had been wrapped, 
and a certain amount of dry rubbish and adipocere. 
The bones were examined by Professor Macalister, 
of Cambridge, who described them as those of a i 
fairly strong man aged forty-five to fifty-five, who was 
at least 5 ft. 9 in. high. The skull-bones were 
much broken, but were thin and small, and be- j 
longed to a skull small in proportion to the stature. 
Nearly all the bones of the trunk were present as 
well as those of both legs and of the left arm. The 
body had certainly been dismembered when put 
into the box; if it had previously been buried in 
earth for some time and exhumed this would 
account for the condition present. To one of the 
pieces of skull was attached some brown hair, 


which in one place was darker and apparently 
matted with blood. The smallness of the skull 
referred to is of interest in relation to Henry’s loss 
of reason, which began as a profound melancholia. 

Edward IV (Third Cousin). 

Born April 29th, 1441 ; died (42) April 9th, 
1483, at Westminster; buried\ Windsor. 

The King, neither worn out with old age, nor 
yet seized with any known kind of malady, the 
cure of which would not have appeared easy in the 
case of a person of more humble rank, took to his 
bed. This happened about the feast of Easter, 
and on the 9th of April he rendered up his spirit 
to his Creator at his palace at Westminster.— 
Continuation of Croyland Chronicle . 

Repente incipit ex morbo omnibus medicis 
incognito laborare . . . paucis post diebus 

quinto Idus Aprilis excedit e vita.— Polydore 
Vergil. 

He suddenly began to suffer from a disease 
unknown to all his physicians, and a few days 
later, on the 9th of April, he departed from life. 

He saw the King of France encroaching upon 
his dominions, which made such a deep impres 
sion upon his spirits that he fell sick upon it 
immediately and died not long after, though some 
say of a catarrh. . . . Some attributed it to 
poison, others to grief, but the generality to a 
surfeit, which is most probable.— Memoirs of Philip 
de Comities. 

King Edward died of an apoplexy, though some 
say that it was of a surfeit occasioned by drinking 
too much of some rich wines that the King had 
made him a present of.— Secret History of Jean de 
Troyes . 

It was questionless a surfeit that brought this 
great prince so suddenly to his end.— IV. Habington 
(Life of Edward IV). 

Whether it was with melancholy and anger, which 
he took with the French King’s doings and un- 
courteous usage, or were it by any superfluous 
surfeit (to the which he was very much given) he 
suddenly fell sick and was so grievously taken that 
in the end he perceived his natural strength in such 
wise to decay that there was little hope of recovery. 
—Holinshed (Chronicle). 

Whether it began from his mind being extremely 
troubled with the injurious dealing of the King 
of France, or from his body by intemperance of 
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diet to which he was much given, he fell into a 
sickness (some say a catarrh, some a fever) whereof 
he died .—Baker (Chronicle ). 

The extraordinary dearth of contemporary 
chronicles of the time, and the scanty attention 
which has been paid to this King by modern 
historians, makes the diagnosis merely a matter 
of conjecture. A certain amount of mystery sur¬ 
rounds his death. He was only forty-two when it 
occurred, and, apart from the general effects of 
debauchery, was a healthy man. According to 
More, the King knew he was dying, and addressed 
his nobles on his policy. This consciousness is 
not consistent with the effects of a surfeit of wine, 
which, further, his physicians were probably accus¬ 
tomed to recognise. The suggestion of poison 
may be set aside. 

The only symptoms recorded are fever and 
catarrh. • He fell ill in the last days of March, of a 
disease which came on abruptly, lasted a short time, 
and ended fatally, its nature being unknown to his 
physicians. Now, Halle (as quoted under Henry V) 
says pleurisy was a disease strange and little known 
to the physicians of his day. Is it fantastic to 
suggest that Edward’s physicians may have had to 
deal with a condition similar to that which con¬ 
fronted Henry’s doctors—one of which they were 
equally ignorant—and that Edward died of pneu¬ 
monia? One may embellish this flight of the 
imagination by noting that More states that 
Edward, after haranguing his courtiers, lay down 
on his right side. He may have done this to 
allow his left lung free play. If pneumonia were 
the disease, his dissolute habits would account for 
the rapidity with which he succumbed. 

The * Continuation of the Croyland Chronicle ’ 
ends in 1488, and is almost, the sole consecutive 
native record. Arnold, Hardyng, Grafton, Fabyan, 
and Holinshed are writers of the next century and 
strongly Lancastrian at that. Habington, who wrote 
the only ‘ Life of Edwatd IV ’ in existence for four 
hundred and thirty years, published his book about 
the middle of the seventeenth century. 

Edward V (Son). 

Born November 2nd or 3rd, 14*] o; died beginning 
of September, 1483, Tower of London; buried , 
Tower of London. 

Miles Forrest and John Dighton about midnight 


(the silly children lying in their beds) came into 
the chamber and suddenly lapping them up among 
the clothes so to-be-wrapped them keeping down by 
force the featherbed and pillows hard into their 
mouths that within a while smothered and stifled 
their breath failing, they gave up to God their 
innocent souls.— Holinshed (Chronicle ). 

The story of the suffocation in the Tower has no 
absolute proof, but is generally believed; it is given 
by Halle. It will be remembered that in 1664 two 
skeletons were found under a floor in the Tower 
which is held to be that of the old chapel, and 
! these have been supposed to be the bones of 
Edward V and his brother. 

Richard III (Uncle). 

i Born October 2nd, 1452 ; died (36) August 22nd, 

| 1485, Bosworth ; buried\ Leicester. 

| He himself manfully fighting in the midst of his 
j enemies was slain.— Holinshed (Chronicle). 

As the facts in this case are not disputed I have 
• given only one quotation. Halle gives an exceed¬ 
ingly vivid pen portrait of him, but nothing of 
I additional interest about his death. Richard is 
I supposed to have received his death wound from 
j an axe after he had been pulled off his horse. His 
body was stripped and flung across the saddle on a 
| pack horse. His head, it is stated, struck a stone 
which he had cursed on setting out for the battle, 
j and which an old hag told him would be higher 
than his head at night. It is interesting to note 
that since Edward the Elder was acknowledged as 
! overlord of England Harold II and Richard III 
| are the only ones among his successors who have 
met death in actual battle. 

December 25 th y 1911. 

(To be continued.) 

Ossification in Laparotomy Cicatrix.— 

I Benelli has encountered two cases of actual bone 
) formation in the cicatrix after a laparotomy and 
j reports a similar local ossification in the scar left 
1 from castration of a female pig. He cites further 
! ten clinical cases from the literature. The majority 
of the patients were men and nearly all were over 
j the age of forty. — Journ. A.M.A ., vol. lvii. 
No. 23. 
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A CLINICAL LECTURE 

ON 

ENLARGED GLANDS IN THE 
NECK. 

Delivered at Guy’s Hospital. 

By W. HALE WHITE, M.D., F.R.C.P., 
Senior Physician to the Hospital. 

Gentlemen, —One of my clinical assistants will 
bring in in a few moments a patient who has 
enlarged glands in her neck, and I want this after¬ 
noon to run over with you the causes of enlarge¬ 
ment of lymphatic glands. She has had enlarged 
glands, as you will hear, for a long time. She is 
suffering from Hodgkin's disease, and I have here 
Hodgkin's original account of the disease. The 
first thing you have to bear in mind whenever you 
see a patient with enlarged glands is, that the 
enlargement of the glands may be secondary to 
some peripheral irritation. It is usually an inflam¬ 
matory peripheral cause. For instance, a man has 
an enlarged gland in the right axilla, and if you 
look at his finger you may see that he has a small 
septic wound on it. This woman has enlarged 
glands in her neck, therefore we have had to see 
whether she has a sore throat or tonsillitis, or bad 
teeth ; for whenever you come across a case in 
which there are enlarged glands, the first thing 
you have to do is to see if there is any peripheral 
irritation to which the enlargement of glands may 
be secondary. A common cause of enlarged 
glands which is often overlooked is pediculi in the 
head. More than once I have seen students who 
have felt certain that they were dealing with a case 
of Hodgkin's disease, but on taking off the 
patient's hat they have found a much more curable 
complaint than Hodgkin’s disease. Tbe glands 
at the back of the neck are those which are usually 
enlarged by the presence of pediculi, and they 
may be so much enlarged that it is pardonable 
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at first sight to think that the enlargement is due 
to Hodgkin’s disease. You are liable to think 
that the glands under the jaw are enlarged from 
Hodgkin’s disease when the patient is really suffer¬ 
ing from disease of the teeth. Sore throat I men¬ 
tioned a moment ago, and that is a common cause 
of enlargement of glands. It may be diphtheritic, it 
may be rheumatic, or it may follow from any micro¬ 
organism which is causing the soreness of the 
throat. Some years ago we were much puzzled by 
noticing a woman in Miriam Ward who had some 
enlarged glands in one axilla, and at first we did not 
know what it was due to. But we discovered the 
doctor had put some leeches on the chest, and the 
leech bites were inflamed, and the glands had 
become enlarged secondarily. As a rule, what 
will help you very much to recognise enlarged 
glands as secondary to some irritation of the 
periphery is the obvious fact that it is only 
the glands which are connected directly by the 
lymphatic vessels with the periphery which are en¬ 
larged ; for instance, the glands due to a bad tooth 
on one side, or a suppurating tonsil on one side. In 
the case of sore throat the glands on both sides may of 
course be enlarged. To show how serious secondary 
enlargement maybe, some of you may remember that 
within the last six months we have had two cases in 
Mary Ward, both of whom had suppurating glands 
in the neck secondary to a sore throat, and both 
were suffering from exophthalmic goitre, and the 
suppurating glands in the neck were sufficient to kill 
one of the patients. Passing to other parts of the 
body, the glands in the groin are frequently 
enlarged as a result of gonorrhoea. Many glands 
which you see in the body are enlarged secondarily 
to a malignant growth at the periphery. That is 
why a patient is often jaundiced when suffering 
from malignant disease of the liver, for the glands 
in the transverse fissure are enlarged and have 
pressed upon the common duct, and so cause the 
jaundice. Not long ago a woman came to see me 
who had a large scar in her breast, and much pain 
there. I was told her breast had been excised for 
cancer, and it was difficult to make out whether 
the cancer had been completely excised. But 
the detection of a small gland enlarged above the 
clavicle showed it had not been completely re¬ 
moved, and Mr. Steward operated and found 
growth to which the gland was secondary. Some¬ 
times you will find that detecting an enlarged 


gland at the periphery will lead you to detect un¬ 
suspected cancer. A remarkable case of enlarged 
glands in the neck which I saw this summer was that 
of a man who made absolutely no complaint of his 
throat, and, indeed, said it was all right, but on 
looking at the throat we saw malignant disease of 
the tonsil, with secondary enlargement of the 
glands in the neck. One of the most important 
glands in this connection is the enlarged gland 
just above the left clavicle which you find enlarged 
secondary to abdominal malignant disease, and 
that is because the thoracic duct enters the sub¬ 
clavian vein just above the clavicle, and where it 
enters it there is also a gland, and the malignant 
disease spreads up the thoracic duct and the gland 
gets infected secondarily. That gland will often 
lead you right, and not infrequently you will 
have to decide this problem: I believe this patient 
has abdominal malignant disease; ought the case 
to be transferred to the surgeon for an exploratory 
laparotomy to be performed? The patient should 
not be transferred to the surgeon if there are 
enlarged glands above the clavicle, for in such a 
case surgery is out of the question. 

Now to come particularly to this patient who is 
before you because of this large mass of glands at 
the side of her neck. I will try to explain to you 
what their nature may be. Most enlarged glands 
in the neck are thought to be tubercular, but it is 
no exaggeration to say that in four fifths of the 
cases of enlarged glands in the neck set down as 
caused by tubercle the evidence that they are due 
to tubercle is insufficient. Think how few of them 
are properly examined to see whether they contain 
tubercle bacilli or not. Hardly any; and that 
invalidates all the opinions which are given as to 
whether tuberculin is or is not good treatment for 
them. I emphasize that point, because tuberculin 
treatment for enlarged glands is much discussed in 
this country although it is not used in some others. 
The last edition of a leading work on children, 
the standard American text-book on children’s 
ailments, makes no mention of tuberculin for glands 
in the neck; and we in this country, before we 
pronounce a definite opinion as to whether or not 
tuberculin is useful for enlarged glands, must be 
sure that the case for which it is used is one in 
which tubercle bacilli have been demonstrated in 
the glands in question. Many other micro¬ 
organisms mty be ttie cause of enlarged glands in 
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the neck which are erroneously set down to 
tubercle. But tubercular glands in the neck are 
only another instance of glands enlarged secondarily 
to irritation of the peripheral source, for the tubercle 
bacilli get in at the tonsil. And that reminds me 
of another point which I want to emphasize to you, 
that one of the worst treatments possible for 
enlarged tonsils is to guillotine them. You leave 
only a large surface raw, free for the entrance of 
microbes. If tonsils are removed they must be 
dissected out: you will do more harm than good by 
guillotining them. If there are adenoids and 
enlarged glands in the neck you must get rid of the 
adenoids. We have already dealt with the import¬ 
ance of removing the irritation at the source when 
the enlargement of glands is secondary to some 
peripheral inflammatory irritation, and the same 
applies to secondary enlarged glands in the neck. 
Indeed, you can often form a very shrewd guess; we 
have dared to do so in the case of this woman, and 
I have no doubt that these glands are not tubercular 
in her case. You cannot make a positive diagnosis 
as to whether enlarged glands are tubercular or not 
until the gland itself has been examined. It is of 
little use doing a von Pirquet or other tuberculin test, 
because all that a tuberculin test shows is that the 
patient has tubercle, not that the glands in question 
are enlarged because of a tubercular process. It 
would be as reasonable for you to suppose that if a 
man has a stone in his bladder and gives a von 
Pirquet reaction, it therefore means that the stone 
is tubercular. While we are on this question, I 
thought, because it is so important, I would quote 
you some figures to shbw how careful you must be 
before giving an opinion as to glands in the neck 
being cured by tuberculin. Mr. Waugh says that 
in a series containing 130 cases of enlarged glands 
in the neck the tonsils were dissected out and no 
tuberculin was used, and 101 were cured. Fifty- 
one cases in succession were treated in the same 
way: the tonsils were dissected out but tuberculin 
was given. Of those fifty-one, thirty-two were 
cured. This does not show any advantage in 
favour of tuberculin supposing each series con¬ 
tained an equal proportion of tubercular glands, 
but before the question is settled we must know 
whether the glands which are enlarged are tuber¬ 
cular or not. You must not be misled into 
thinking enlarged glands in the neck are not 
tubercular by reason of their acuteness. I remem¬ 


ber a child who suddenly developed a temperature 
of 104° or 105° F. A man whose opinion any¬ 
body would respect was called in to see her and 
he said she had mumps. The whole side of the 
neck was swelled up; but it was an acute tubercular 
infection of the lymphatic glands. There is a 
disease which children get and in which the glands 
are enlarged all over the body and quickly subside, 
and there is also pyrexia for a few days and no 
other symptom. I refer to glandular fever. I 
have known the glands in tubercle flare up so 
quickly that the patient was said to have glandular 
fever, but it was shown that the glands were tuber¬ 
cular. 

We need not consider to-day plague and other 
rare causes for enlarged glands which we do not 
see in this country, but let me remind you that the 
suboceipital and epitrochlear glands are often 
enlarged as the results of syphilis. Very rarely 
you see a generalised enlargement of lymphatic 
glands due to tubercle. I very well remember a 
man who had fever and enlarged glands all over 
his body. Sir James Goodhart saw the patient 
with me, and no definite diagnosis was reached, 
but the probability was that the disease was 
tubercular. Hundreds of glands in the body were 
enlarged. That may have been an example of 
a very rare disease in which the tubercle bacilli 
infected the glands all over the body and gave 
rise to a fatal febrile illness. Another cause of 
enlargement of glands in many places in the 
body is spleno-medullary leukaemia. This patient 
has not that. She has no myelocytes in her 
blood, and her spleen is not made out to be 
enlarged. Again, the glands all over the body are 
enlarged in that rare disease lymphatic leukaemia, 
in which there is an enormous increase of lympho¬ 
cytes in the blood. This patient has no increase 
in the lymphocytes in her blood and there is 
no general enlargement of glands in the body. 
Again, sometimes the glands in the body, or 
many of them, become enlarged as a result of 
malignant disease in them. Our patient is 
obviously far too well for that to be the case here ; 
nor are her glands of the tender, soft kind which 
is found when they are affected with general 
malignant disease. 

The only possible thing that we have left which 
this patient could be suffering from is that she 
might have that moderately rare disease, Hodgkin’s 
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disease. When I have told you about that, I will 
tell you why we think it is that disease which she 
has, and not tubercle. Hodgkin’s disease is a 
condition which was first described by Dr. Hodgkin 
in 1832. He described the cases of several patients 
who had enlarged glands in various parts of their 
body. Later on, in 1856, Sir Samuel Wilks 
described the same disease, namely, patients who 
were anaemic and had enlarged glands in their body, 
under the name of anaemia lymphatica. He was 
unaware of Hodgkin’s original description for it had 
not attracted any particular attention. By 1865 
Sir Samuel Wilks had discovered that Hodgkin’s 
description existed; so he chivalrously wrote another 
paper on the same subject in which he disclaimed 
any priority of discovery and attributed it to 
Hodgkin, and the disease has been known as 
Hodgkin’s disease ever since. Many other names 
have been given to it, but it is very much better 
that you should keep to the name Hodgkin’s 
disease, and not give it any other, because it does 
not commit you to anything concerning its patho¬ 
logy, and it cannot be confused with the name of 
any other condition. A few years ago there was a 
considerable controversy as to whether Hodgkin’s 
disease was different from the disease in which all 
the glands all over the body enlarged as a result of 
tubercle ; but that discussion is closed, for it has 
been definitely settled now that there is a distinct 
disease, Hodgkin’s disease, quite independent of any 
tubercular process. The cases which gave rise to 
the difficulty were ones which you will not be 
surprised to learn existed, namely, patients who 
had Hodgkin’s disease and whose enlarged glands 
subsequently became infected with tubercle. Con¬ 
sidering how common tubercle is and that 
Hodgkin’s disease lowers resistance, it is not sur¬ 
prising that some sufferers from Hodgkin’s disease 
become tubercular. Let me read to you, because 
it is of classical interest, the first of the cases of 
Hodgkin’s disease mentioned by Dr. Hodgkin ; it is 
not the first in his paper, for he describes enlarge¬ 
ment of lymphatic glands due to many causes. 
T or instance, one is a case of abdominal tuberculosis 
with tubercular enlargement of all glands in the 
abdomen. But the best of his cases is No. 4. It 
was that of a man, T. W—, jet. 50 y^ars, who was 
a patient of Dr. Addison’s in Clinical Ward, being 
admitted on ’December 30th, 1829. He was not 
at all wasted. Our patient is not much wasted 


either. He was rather plump than otherwise, but 
he was pale and had a peculiar cachectic weakness ; 
that, again, fits in with the condition of this patient. 
The most remarkable feature of Hodgkin’s case was 
the great enlargement of nearly all, if not all, the 
absorbent glands within the region of the examina¬ 
tion, but especially those in the axilla and in the 
groins. Those at the side of the neck were 
scarcely less large. The account goes on to say 
that most of the glands which were within reach 
were about the size of pigeon’s eggs ; and that you 
can see very well in the patient before you. Here 
is a museum specimen of some glands, and you 
will see the original description of Hodgkin fits 
in very well with them. They are smooth, ovoid, 
moderately firm, and rather indurated. Dr. 
Hodgkin remarks that he could not find any cause 
for the trouble. Then he discusses what was found 
post-mortem : he says the glands in the axilla and 
neck were found prodigiously enlarged, the deep- 
seated ones being generally the largest. When cut 
into, their internal structure was found to be of light 
colour, with a few interspersed vessels. They were 
soft, slightly translucent, without a trace of soften¬ 
ing. So you see there was nothing to indicate 
tubercle. He then says there was nothing to be 
noticed particularly about the heart or the lungs ; 
but coming to the liver he says the liver was large, 
pale, and slightly granular. The spleen was very 
greatly enlarged, being at least nine inches long 
and five broad, proportionately thick, and its colour 
was lighter and redder than usual, and there were 
white patches scattered in it. They appeared to 
depend on a deposit in the structure of the 
organ. There were no tubercles in the spleen. 
Here is a spleen from a patient who was in the 
hospital under Dr. Bright. The specimen is nearly 
a hundred years old, and you will see, dotted in that 
spleen, numbers of white patches, which show very 
well on the outside of the spleen. Those are the 
deposits described by Hodgkin in his original 
paper. They are deposits of new lymphoid tissue 
scattered about in the spleen. Here is a specimen 
from a patient of mine in which the same thing is 
beautifully shown. We now know that the general 
enlargement of the liver is due to an increase of the 
lymphoid tissue in it. Because the specimens do 
not keep well, it does not show well in the liver I put 
before you. So we know that Hodgkin’s disease is 
a disease in which the patients become somewhat 
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anaemic, in which the glands in various parts of 
the body enlarge, and in which the liver and spleen 
are also enlarged as a result of the deposit of 
lymphoid tissue in them. Other parts of the body 
also are affected by this increase of lymphoid tissue ; 
you can with the microscope see it in most places 
in the body. But the only parts where usually 
it is sufficiently large to be strikingly visible 
to the naked eye are the lymphatic glands, the 
spleen and the liver. To add to that descrip¬ 
tion there is also the interesting fact that often 
these patients have considerable pyrexia. You 
will remember that at the first lecture I showed 
you a chart of the relapsing pyrexia of Hodgkin’s 
disease taken from a patient in whom the tempera¬ 
ture remained up for one year and six days. If 
you were writing a clinical description of this 
disease you would have to add an enormous 
number of symptoms dependent on the enlarge¬ 
ment of the glands in the interior of the body. 
For if the glands in the mediastinum are enlarged 
you will get physical signs due to that enlargement. 
The bronchus may be pressed upon, and there will 
be in consequence deficient entry of air. And if 
the glands in the abdomen are enlarged they may 
constitute abdominal tumours. My next step in 
the description is to show you what is the histo¬ 
logical structure of these enlarged glands. Here 
are some good pictures from a paper by Dr. 
Andrewes. You will see that the feature in which 
these lymphatic glands in the picture differ from 
the normal glands is that there is a considerable 
increase in the endothelial cells of the lymphatic 
gland. If the disease is acute they predominate, 
and if the disease is more chronic in type, the 
reticulum of the gland hypertrophies rather more. 
But even in a chronic case you see an increase in 
the endothelial cells. In a section from Hodgkin’s 
disease also you notice the lymphocytes in the gland 
are diminished in number. And the fourth thing 
which you notice, and which is very well shown in 
the lower picture, is a considerable increase in the 
eosinophile cells. 

Now we come back to the patient before you, 
and I will demonstrate to you why I think she has 
this interesting disease. In the specimen which I 
have passed round from Hodgkin’s disease you will 
find that the glands are all discrete. If these glands 
had been tubercular and had existed for a long 
time they would almost certainly by now have 


begun to break down, to caseate and suppurate, 
the skin over them would have become adherent, 
and the glands would have been matted together. 
Although this patient has had the glands enlarged 
for a long while, if you feel them afterwards you 
will notice they are all perfectly distinct The 
skin is loose over them, not adherent to them ; 
none of the glands are found to be fluctuating, and 
from the feel they are* exactly what you would 
imagine them to be from the specimen which I 
have passed round. I have told you that Hodgkin 
in his original description said that these patients 
were anaemic. And they are so. This woman 
is extraordinarily anaemic, for she has only 
1,665,000 red corpuscles, and her haemoglobin is 
only 27 per cent. There is no particular change 
in the white cells. That is the usual state of the 
blood in Hodgkin’s disease, namely, that it is a 
simple anaemia, but it is not usually nearly so 
profound as in this case. Another thing is that you 
should go over the abdomen; it is a thing I 
cannot very well do in this theatre as the patient is 
a woman, but it follows from the specimens which 
I have passed round that you would expect the liver 
and spleen to be enlarged. The disease in this 
case, as it nearly always does, began in the neck. 
There is no known cause for it. The patients are 
usually those, as in the case of this patient, in the 
first half of life. The only other thing I want to 
talk to you about in connection with the disease 
and our patient is as to what you can do for these 
people, but I will not discuss it before her, so we 
will send her away. 

I am always being asked whether the glands in 
this disease should be taken out surgically. I may 
tell you at once that no good will follow that. We 
have asked my patient to let us take one out 
because I wanted very much to have a slide of it 
to show you this afternoon. But she has not 
allowed us to do that. Sometimes, I think, the 
excision is justifiable, not because it does the 
disease any good, but for mechanical reasons. For 
instance, not very long ago there was a woman in 
Mary Ward from whom some glands in the axilla 
were removed; she was the subject of Hodgkin’s 
disease. The reason was that they were so 
enlarged that she could not move her arm. 
There was another woman in Mary Ward 
who had such a mass of glands in her groin 
that she could not walk; she could not flex her hip 
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properly, and so they were taken out. I am 
accustomed to tell clerks of the sad case of a man I 
who got into a terrible state of feeling that everyone ! 
was looking at him and passing remarks about him 
because he had these great unwieldy glands in the i 
neck. At his own special request he had three 
separate operations done, the glands in his neck 1 
being taken away, and by giving him very high ] 
collars to wear he was able to walk about without j 
attracting attention to his condition. So in the • 
cases I have quoted to you the only reason for 
taking out the glands is what I have told you—a 
purely mechanical one; it does the disease no good 
whatever. All these patients had .what this I 
patient is having for the trouble—arsenic—and 
certainly they seem to benefit on that. But sooner | 
or later the disease gets the better of them, and 
very commonly by affecting the internal glands 
and so pressing on the bronchi and thus obstruct¬ 
ing the entry of air to the lungs. In the woman 
you have seen her anaemia is so profound that | 
that may carry her off, or, as her resistance is 
probably lowered, it is possible she may get j 
tuberculosis. You may think Hodgkin’s disease 
is a very easy matter, but those who have ! 
worked in the wards will know that we not j 
infrequently come across cases which puzzle us | 
extremely, and which it is difficult to put into any 
category whatever. Look, for instance, at the man 
who died the other day, who was in the hospital a 
year ago, and in whom the diagnosis of Hodgkin’s 
disease was then made. In the interval between 
now and then the glands have resumed their normal 
size, and on the second admission there were no 
enlarged glands to be seen at all. But his chest 
was full of chylous fluid, and he died from exhaus¬ 
tion. Take another remarkable case, that of a boy 
who was in under my care about two years ago. I 
He had been in under the surgeons about a year ; 
before. They had taken out some of his glands | 
in the neck, they had kept one of the sections, and j 
it was typical of Hodgkin’s disease. The glands I 
were of normal size by the time he came under my 
care, but he then had attacks of pyrexia, and when 
the pyrexia went up the glands again enlarged; I 
when the pyrexia fell the glands became natural. 
When he ultimately died we made a post-morten I 
examination and none of the glands were found to 
show evidence of Hodgkin’s disease. Hodgkin’s 
disease is a distinct clinical entity, but I fear there | 
are some diseases of glands which we have not yet 
learnt to classify. 

January is/, 1912. 


WITH MR. LOCKWOOD IN THE 
WARDS OF ST. BARTHOLO¬ 
MEW’S HOSPITAL. 


The cases in this ward are shown to illustrate 
our methods of treatment. In the first bed is a 
boy who was run over on Coronation Day by a 
motor-bus. The bones and soft parts of the foot 
were crushed. In the beginning, although the 
temperature rose, there was not a corresponding 
acceleration of the pulse. The absorption of 
aseptic substances from subcutaneous blood-clots 
and from inflamed tissues often brings about 
clinical symptoms such as these. The high tem¬ 
perature, with tranquil pulse, caused no apprehen¬ 
sion. But after a while the pulse began to 
accelerate, indicating an infection of the damaged 
foot, and this was speedily confirmed by the onset 
of suppuration. Pus means infection, and is 
invariably the signal for a bacteriological investiga¬ 
tion. The subsequent treatment rests upon the 
result. The omission of a bacteriological examina¬ 
tion may end in disaster. I have often alluded to 
the following occurrence. When I visited our 
septic ward, Coburn, I saw a child who looked 
dreadfully ill, and was informed that it was under 
my care, and had cellulitis of the scalp. My 
informant evidently looked upon this as a disease, 
and was perhaps somewhat astonished to be told 
that it was not. A cultural examination was 
ordered forthwith, and brought to light an infection 
of the scalp with the bacillus of diphtheria. This 
child had a most dangerous illness and nearly died 
of paralysis. The diphtheritic paralysis was 
extensive, and undoubtedly the child owed its life 
to anti-diphtheritic serum. Not long afterwards I 
w’as shown in the same ward a little girl, who was 
said to be suffering from vulvitis. Again it was 
remarked that vulvitis was not a disease, and a 
bacteriological examination was ordered. This, 
too, brought to light an infection with the bacillus 
of diphtheria, and after a very severe illness this 
child ultimately got well. One of our nursing staff 
had had an ulcer upon her finger for many weeks, 
and having heard of these events consulted my 
house-surgeon about her finger. He, by this time, 
had learnt his lesson and had a culture made, and 
again it brought to light diphtheritic infection, and 
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the ulcer at last got well under appropriate treat¬ 
ment. These cases coming close together were 
quite dramatic, and cultural examinations have 
since been the order of the day. But even now I 
occasionally find gentlemen who have been through 
a course of bacteriology, and who yet omit this 
essential step in diagnosis. 

After this digression let us return to the boy 
whose foot was crushed. The bacteriological 
examination brought to light a mixed infection of 
Staphylococcus pyogenes aureus and Bacillus pyo¬ 
cyaneus. The infection was of severe type, as was 
shown not only by the accelerated pulse but also 
by the rapid breathing. In surgical wards the 
number of respirations is not always taken into 
account; but I have more than once, when the 
pain of pleuro-pneumonia has spread down the 
right side, seen appendicitis diagnosed. T his was 
so in the case of a boy whose respirations were 
40, and who was supposed to require appendicec- 
tomy. This error would not have been fallen into 
had his number of respirations been taken into 
account. But not only were the pulse, the tem¬ 
perature, and the respirations of this boy taken 
into consideration, but his blood was also examined 
and revealed a leucocytosis of 24,000. So that we 
had abundant evidence to show that the infection 
was of a most severe type. And afterwards it 
spread amongst the muscles of the calf, and 
amputation had to be performed. A leucocytosis j 
of 24,000 is rather high, but in President ward I , 
shall show you a child with acute suppuration in , 
the thigh who had a leucocytosis of 60,000. The , 
boy we are looking at had a mixed infection— j 
Staphylococcus pyogenes aureus and B. pyocyaneus . 
When the infection has been ascertained the 
question of a vaccine comes to the front. Vacci¬ 
nation is good when done under proper circum 
stances and preceded by a correct clinical diagnosis. 
Without a clinical diagnosis vaccination is mere 
scientific quackery. Good results are not likely 
to ensue when a pyosalpinx has been overlooked or 
an appendix full of pus. We have had some very 
striking results after vaccination with B. pyocyaneus , 
so 50 million were administered, but without much 
result, and afterwards 100 million. This was 
followed by a fall in the temperature, but the 
pulse-rate kept up as high as 136or 140. There was, 
however, a sign which made me hopeful, for the 
leucocytosis had dropped to 9000, and this hope 


was realised, for henceforth he began to recover. 
So systematic blood-counts are made, and are at 
times of great value. I have said that we have 
| had some striking results from vaccination with 
the Bacillus pyocyaneus . Last year a man was 

admitted because he was supposed to have a 
malignant growth of the intestine. He had 
diarrhoea, with blood, pus, and mucus in the 
stools. A very capable man had said that he had 
felt an abdominal tumour, and during anaesthesia I 
thought that one could be felt. So the abdomen 
was explored, but nothing found to confirm that 
diagnosis. Afterwards we took a step which we 
might have taken before, and got Mr. Roberts 
to report upon the stools. They contained Bacillus 
pyocyaneus in unusually large quantities. After 
the first vaccination improvement began, and I was 
astonished at the rapidity with which all his 
symptoms subsided. The patient began to put on 
flesh, and now, many months afterwards, is reported 
to be well and leading an active life. 

In this bed is a patient who illustrates a point 
of some importance. The man had increasing 
difficulty in passing urine. In the effort he strained 
so much that his bowels sometimes acted, and it 
seemed as though he might rupture himself. The 
urethral examination suggested that the obstruction 
was in the prostatic urethra, but per rectum the 
prostate felt quite small. When supra pubic cysto¬ 
tomy was performed the prostate projected into the 
bladder like a pap with a hole at the top. This 
pap was, perhaps, three quarters of an inch in 
length, and it seems reasonable to suppose that 
it was the cause of his difficulty. At all events he 
is likely to be cured by the operation, for he is 
beginning to pass water comfortably. After the 
operation he had a very large drainage-tube put in 
to prevent the accumulation of blood in the bladder, 
and afterwards the usual apparatus was applied when 
the wound began to granulate. When there is not 
much oozing I find Guyon’s drainage-tubes are the 
i best. This double tube makes it easy to wash the 
i bladder out, and it is easy to arrange for one or 
| other of them always to syphon. 

Here is another patient who, six years ago, was 
operated upon for varicocele. _ At this time he had 
a large scrotal varicocele, but in addition a patulous 
external abdominal ring and slight impulse in the 
inguinal canal, due to considerable enlargement of 
his spermatic veins—a conditionwhichlhave named 
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inguinal varicocele. As you will see from the scars 
an inguinal incision was made and the enlarged 
veins were cleared out of the inguinal canal. If 
this step be not taken the enlarged veins gradually 
dilate the inguinal canal, and a rupture may 
eventually descend. A man, whose age is now 63, 
had at the age of nineteen a large scrotal vari¬ 
cocele, which was treated by means of a suspender, 
which he wore until he was sixty-two. Then a 
rupture descended the left inguinal canal. He 
still has a large scrotal varicocele, but in addition 
there is great dilatation of the spermatic veins. 
I have no doubt that these had dilated the in¬ 
guinal canal and predisposed to the descent of 
the rupture. It is probable that he will require to 
have a radical cure of hernia performed. The 
rupture is easily kept up by means of a truss, but 
when the spermatic veins are varicosed right into 
the inguinal canal the pressure of a truss is so pain¬ 
ful that it cannot be borne. Clearly it would have 
been better if he had been operated upon before 
the appearance of the rupture. But forty years ago 
such operations were not performed, nor was the 
condition recognised. In these cases of inguinal 
varicocele, when the inguinal canal has been 
opened, it is a matter of judgment as to how many 
veins should be removed. If too many be removed 
the subsequent disturbance of circulation may, as 
in this case, lead to the appearance of a hydrocele. 
That, however, is easily put right. Once before I 
have seen a similar occurrence, and the hydrocele 
was promptly cured by the removal of the tunica 
vaginalis. There was one other interesting point 
about the patient that I am showing you. He is a 
medical man, and was apprehensive lest the epi¬ 
didymis were enlarged. Perhaps tuberculous 
epididymitis gassed through his mind. However, 
the epididymis was not enlarged, and that which 
had been felt was merely the thickened back part 
of the tunica vaginalis. The wound was drained 
to prevent haematoma. The scrotum and axilla 
are drained in every instance. Blood so easily 
accumulates in their loose tissues, and brings about 
such troublesome results. It is not, as a rule, wise 
to perform two operations at the same time upon 
the same patient. But this patient was suffering 
from haemorrhoids, which were removed at the 
same time as the hydrocele. I did for him my 
usual pile operation, which has invariably given 
admirable results, and causes very little pain and 


suffering. My friend was anxious lest I should 
perform Whitehead’s operation, for he was aware 
that it was occasionally followed by stricture of the 
rectum. But I told him that I only performed 
Whitehead's operation in exceptional cases. After 
very careful preparation and emptying of the bowels 
the sphincter was moderately dilated, enough to 
extrude the piles and put the sphincter at rest for 
some time, but not to tear its fibres. Then each 
haemorrhoid was seized with pressure-forceps and 
separated from the rectal wall, leaving a narrow 
neck high up. This neck was transfixed with cat¬ 
gut, tied, and the pile cut off, vertical strips of 
mucous membrane being left between the excised 
piles. I attach the greatest importance to thorough 
division of the tissues between the pile and the 
rectal wall up to its neck. If this be not thoroughly 
done haemorrhoidal nerves may be tied in the 
ligature. Next, some iodoform is rubbed into 
the surface, and a drainage-tube, about three 
quarters of an inch in diameter, left in the rectum. 
Some iodoform gauze is wound round the drainage- 
tube in the form of a cone. When pushed into 
the rectum this cone prevents hamorrhage from 
the cut surface, and also keeps septic material from 
contact with it until the healing process has begun. 
A morphia suppository is left in the rectum. The 
day after the operation the patient is allowed to 
have a warm Sitz bath. The iodoform gauze 
gradually loosens. A dose of castor oil is given 
as soon as the patient begins to feel uncomfortable. 
As a rule when this acts the tube and the iodoform 
gauze comes out. After that it is only necessary 
to insert a small strip of iodoform gauze as a drain. 
Should the patient be of a nervous disposition, 
abundant cocaine is applied before the bowels act. 
A conversation which I had with the mother of a 
patient who was about to have an operation for 
haemorrhoids performed affords rather a good idea 
of what patients used to suffer. She asked first. 
Would he not have spasmodic contractions after 
the operation ? No ; the sphincter will be put at 
rest. Second, Would not the pain be dreadful? 
No ; a morphia suppository will be introduced into 
the rectum. Third, Would he not suffer from 
wind ? No; a tube will be left in the rectum to let 
it out. Fourth, Would not those silk ligatures have 
to be pulled away ? No; catgut will be used ; there 
will be no ligatures to come away. Fifth, But the 
pain will be dreadful when the bowels act ? No, 
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cocaine will be applied. Sixth, Then why did I not 
have all these things myself? Because your opera¬ 
tion was performed many years ago. I believe , 
that there are some who do not yet understand 1 
how dreadfully painful and uncomfortable an ill- ( 
conducted operation for haemorrhoids can be. 

Here is a man for whom I was requested to 
perform amputation through the leg. At first 
glance it certainly looked as if this would be 
necessary, but he still has his foot. His foot had 
been nearly torn off, and there was a large wound 
at the outer side of the ankle-joint through which 
the tibia and fibula protruded, and the whole of 
the trochlear surface of the astragalus was exposed , 
to view. But the foot was of good colour. When , 
the blood was squeezed out of the skin it at 
once returned, and the cutaneous sensibility was ! 
perfect except below the wound on the outer side. 

It was clear that the injury had not involved 1 
the great vessels and nerves, so that his foot was 
replaced in position and the wound closed with a 
drain in it. The wound healed by first intention, 
and only some skin staphylococci grew in cultures I 
made from it. It is important to acquire the habit I 
of noticing how quickly the circulation returns I 
after pressure has been applied. I operated upon j 
a man who was thought to have acute appendicitis. , 
Instead of a diseased appendix I found about 
nine inches of the lower end of his ileum dark ( 
purple in colour, with blood-clot in branches of | 
the inferior mesenteric vein. At first it was 
thought that the intestine ought to be resected, I 
but when the dark-coloured loop was pressed it | 
became pale, and then purple again. So clearly it | 
had some blood circulating in it. The wound was 
closed, and the patient ultimately made a good 
recovery. 

This little boy has tuberculous arthritis of the | 
left hip. He suffered from excruciating pain, and | 
was becoming very seriously ill. For the relief of 
this pain I made an incision into the capsule of 
the joint from in front. Some starch-like fluid 
escaped, and with it a slough. A histological 
examination showed that this was tuberculous. A j 
drainage-tube was placed in the joint, and as a 
result his pain has been completely relieved, and 
he seems now to be making a good recovery.* 

* This boy was afterwards discharged from the 
hospital wearing a Thomas’s splint and progressing very I 
well indeed. ! 


No attempt was made to erase the articular car¬ 
tilage of the hip-joint, and the head of the femur 
was not removed. Some years ago I removed 
the head of the thigh-bone under similar circum¬ 
stances, and the patients did very well indeed. 
But they were left much in the same condition 
as children who had congenital displacement 
of the head of the femur. That this is an un¬ 
satisfactory state of things is shown by the 
numerous procedures which have been devised in 
attempts to overcome it. It is some years since I 
advocated arthrotomy for the relief of pain. In 
cases such as this it gives good results. In the 
end it may be surmised that the hip-joint of this 
child will become ankylosed. It is to be hoped 
that the ankylosis will be bony, for that is painless. 
Fibrous ankylosis is always painful. Sir William 
Savory, who was fond of sonorous phrases, used 
to exclaim, “ Fibrous union is the opprobrium of 
surgery.” We have just discharged from this ward 
a man from whom I removed the head of the right 
thigh-bone. He had been run over by a motor- 
van. As a result the left femur was fractured, and 
also the right tibia and fibula. In addition, the 
right hip was dislocated. Three mouths after the 
accident I attempted to replace the head of the 
thigh-bone. The attempts at manipulation caused 
great bruising, and the last was attended with a 
dangerous amount of shock. I then made an 
incision upon the back of the hip-joint and found 
that the acetabulum had become partially oblite¬ 
rated with, I suppose, fibrous tissue. The head of 
the femur could not be put back into it, and was 
therefore removed. He can now walk about, but 
in a very shuffling and ungainly manner. When¬ 
ever the weight is carried upon the right leg the 
femur slips up a little, but he is alive and can get 
about, and has pocketed substantial damages. 

Thi? little girl was admitted with a swelling about 
the middle of the outer side of the right thigh. The 
temperature was 103° F., pulse 128, and she had a 
leucocytosis of 60,000, which is high even for a 
child. She had had a rigor, and clearly some very 
serious form of infective inflammation was in 
progress. A rigor is a danger-signal of the gravest 
kind. An incision had been made into the swelling, 
but had not given relief. Inquiry revealed that the 
incision had not been carried through the peri¬ 
osteum. Now, I cannot understand why anyone 
should be afraid of incising the periosteum. It is 
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difficult to understand what harm could ensue if it 
and the underlying bone were healthy; and it is 
easy to understand the harmful results of the 
omission if an acute septic periostitis was in progress. 
An anaesthetic was given, the periosteum was 
excised, and pus escaped. The infection was 
aureus . The child has not been vaccinated, for 
the simple reason that she is getting better without. 
The vaccine, however, has been prepared, and 
would have been given had it been otherwise. 

Here is a woman who has had gastro enterostomy 
performed. Before the operation vomiting was 
almost incessant, and for five weeks she had been 
sustained by the percolation of salt Solution into 
the rectum. Even small quantities of albumen- 
water w'ere vomited. Yet in spite of this her pulse 
was fairly good. The gastro-enterostomy was 
performed with three rows of sutures behind and 
two in front. I perform all my suturing in this 
way; the first row of sutures behind takes in the 
peritoneum and part of the muscular coat; the 
next peritoneum and muscular coat, which are 
incised and separated up for the purpose, and the 
third the mucous coat. The first row of sutures in 
front takes in all the coats, and the next takes in 
the muscular and peritoneal coat. I find that this 
gives an extraordinarily strong junction, so that I am 
not afraid after suturing the intestine to give the 
calomel. After gastro-enterostomy the patient is 
sat up and is soon supplied with fluids to drink, 
first milk and barley-water, meat essence, then milk 
thickened with Benger’s food, and after a little 
while minced meat or minced chicken. No ill- 
effect seems to ensue, and the patients quickly 
recuperate. During the course of the operation a 
tumour was felt near the lesser curvature of the 
stomach, and fastening it to the liver. I am 
informed that this patient is now very well indeed, 
so it is probable that the tumour was inflam¬ 
matory. 

A man in Paget Ward illustrates some impor¬ 
tant points in surgical methods and in treatment. 
He was exceedingly ill, with 6 per cent, to 8 per 
cent, of sugar in his urine and gangrene of his 
left leg. His face w*as livid, and altogether one could 
not imagine a worse case for an operation. I per¬ 
formed the amputation in a manner which I 
can highly recommend to you and which I now 
use on all occasions. I begin with an incision 
over the main vessels, which are forthwith tied. 


Then, without moving the patient in any way the 
flaps are made with a scalpel, and should any 
small vessels bleed they are at once clamped. 
During the course of an amputation of the thigh 
the patient may lose an ounce or twro ounces of 
blood, and there is hardly any shock at all. 
Tourniquets are a thing of the past and can be 
sent to the museum—their proper place. And 
here comes the next point of great importance in 
these diabetic cases : we at once begin the con¬ 
tinuous inhalation of oxygen. This man im¬ 
proved vastly whilst oxygen was being given. 
Then, owing to some misunderstanding it was 
dropped, and he became drowsy again, but im¬ 
proved at once when it was resumed. In my 
experience it is unusual for cases of diabetic gan¬ 
grene to recover so well after amputation of the 
thigh, but I could now tell you of othefs. The 
effects of the inhalation of oxygen are extraordinary. 
Having to amputate the breast of a woman who 
looked cyanosed, I asked them to have oxygen 
ready, with the intention that it should be ad¬ 
ministered upon her return to the ward. But in 
the midst of the operation the sister asked whether 
I would like the oxygen given then. The blood 
i which escaped from the vessels had been dark 
| purple. . But the moment the oxygen was turned 
on it became a vivid red-a most striking expe¬ 
rience. I am convinced that the last two cases of 
diabetic gangrene upon which I operated owed 
the prolongation of their lives to the continuous 
administration of oxygen. 

January 1st , 1912 . 


f THE DEATHS OF ENGLISH 
KINGS. 

By JAMES RAE, M.A., M D. 


1 (Continued from p. 192.) 

Henry VII {Third Cousin once removed). 

Born January 28th, 1457 ; died (52) April 21st, 
1509, Richmond; buried , Westminster. 

In the two and twentieth [year] of his reign, /. e. 
1507, he began to be troubled with the gout, but 
the defluxion taking also unto his breast wasted 
his lungs, so that thrice in a year (in a kind of 
return and especially in the spring) he had great 
! fits, and labours of the tissick.— Bacon (Life of 
j Henry VII). 

The King’s marriage with the Lady Margaret, 
Duchess of Burgundy, was protracted in respect of 
! the infirmity of the King, who began to be troubled 
; with the gout and tissick.— Whitelocke {Memorials). 
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Per id temporis articulari morbo aliquantisper 
laborans in publicum rex hon exiit [February, 1508], ] 
—Bernard Andrea (Annales Henrici Septimi). 

During that period the King being troubled 
with a disease of the joints did not appear much in 
public. I 

[1506] Rex ccepit debilitate quaquadam tentari, | 
et id ei ter in singulos annos circiter vernum tempus j 
accidit. . . . [1509] Jam instabat finis trienii 

Henrici fatalis quippe qui jam manifeste languebat ! 
prospiciebatque futurum ut sibi in paucos dies vita 
suppeteret. . . . Morbo iam consumptus ad 

XI calendarium Mai a vita discessit in sua Rich- 
mondia villa.— Polydore Vergil. 1 

The King began to be tried by a certain weak¬ 
ness which came on him three times in each year to¬ 
wards the spring. And now began the end of the ! 
period of three years, fatal to Henry, who in fact was 
now obviously in poor health, and began to consider 
the future in the hope that he might survive a little 1 
longer. Worn out with disease he departed this ! 
life on the 21st April at his house at Richmond. 

This year [1506] the King began to be diseased 
of a certain infirmity which thrice every year but ' 
specially in the spring time sore vexed him. The j 
sickness which held the King daily more and more 
increasing he well perceived that his end drew 
near [1509] He was so wasted with his long 
malady that nature could no longer sustain his life, 
and so he departed out of this world the two and 
twentieth April.— Holitished (Chronicle). 

Henry died when he was just in the prime of 
life. A man of fifty-two, he had had good health 
until about three years before, when he began to be 
troubled with a disorder which was serious enough 
to induce a postponement of his marriage and to 
compel him to abstain from much public display. 
Both these abnegations indicate how incapacitating 
his illness must have been. A Tudor would not 
have given up a marriage projected as it was bound 
to be for the benefit of himself and his country on 
any light pretext, nor would he have lost the 
opportunity of pleasing his subjects which a royal 
progress afforded him unless for some weighty 
reason. The Tudors were much too shrewd to 
commit any such mistakes in diplomacy. His 
illness, then, was one which made it impossible for 
him to undertake even grave matters during the 
attacks; it was periodic; before his lung trouble 


became evident he had swellings of joints. On 
the whole, the evidence points rather plainly to the 
conclusion that Henry suffered from gout, and 
later from asthma. The word “ tissick ” in the 
present instance seems to imply merely paroxysms 
of coughing, and not phthisis in particular. How 
far his frequent journeys were dictated by a search 
for a suitable climate is a moot point. It is less 
conjectural that his gout was partially responsible 
for the unpleasant qualities which he showed to¬ 
wards the end of his reign. His outbreaks of 
temper may in turn have led to asthmatic attacks. 

This is the most suitable place in which to add 
that Henry’s wife Elizabeth of York died at the 
age of thirty-seven, about ten days after childbirth. 
His eldest son, Prince Arthur, and his grandson, 
Edward VI, each died in his sixteenth year from 
phthisis, and his successor’s natural child, the 
Duke of Richmond, lived only two years longer 
before his death from the same cause. 

Henry VIII (Son). 

Born June 28th, 1491 ; died (55) January 28th, 
1547, Westminster; buried, Windsor. 

Our King having long laboured under the 
burden of an extreme fat and unwieldy body, and 
together being afflicted with a sore leg, took (at the 
I palace of Westminster in January of this year) his 
j death-bed, being for the rest not without sense of his 
j present condition. . . . [At the last] he desired 

to speak with Cranmer, who yet not coming sooner 
j than the King was speechless (though in good 
1 memory) the King extended his hand to him.— Life 
! by Lord Herbert of Cherbury. 

Henry, long since grown corpulent, was become 
| a burden to himself, and of late lame by reason of 
a violent ulcer in his leg, the inflammation whereof 
j cast him into a lingering fever, which, little by little, 

I decaying his spirits he at length began to feel the 
] inevitable necessity of death.— Godwin , (Annales 
| of England). 

In the six and fiftieth year of his age, whether 
by a dropsy or by reason of an ulcer in his leg, he 
fell into a languishing fever. . . . Archbishop 

j Cranmer being then at Croydon was presently sent 
for, but before he could come the King was grown 
speechless, only seeming to retain a little memory, 
so as putting out his hand, and the Archbishop 
desiring him to show some sign of his faith in 
Christ, he then wrung the Archbishop by the hand, 
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and immediately gave up the Ghost.— Baker \ abating his grief that it daily increased by dan- 
(Chronicle ). , gerojas degrees, and it was not only a violence of 

the cough that did infect him but therewith a 
There are various descriptions of Henry’s cor- weakness and faintness of spirit. The King’s 
pulence, and of the machines used to lift him from sickness daily increased. . . . His physicians 

his chair, but surprisingly few accounts of his death, discerned an invincible malignity in his disease. 
Not one of these accounts is definite, and each is . . . His disease was violent, but his physicians 

scanty. The question of his bulk at once suggests conceived some hope of recovery in case he might 
that his heart was in the state in which one supposes be removed to change of healthful air. ... A 
William the Conqueror’s to have been. A possi- gentlewoman offered her services assuredly to cure 
bility not to be forgotten is that of syphilis. In him in case he were committed wholly to her hand, 
support of this is the foul ulcer in his leg ; he was It was resolved that the physicians should be dis¬ 
ill six months before he died, and the “ lingering charged, and the cure committed to her alone, 
fever” may have been the mild pyrexia of visceral | . . . Within a very short time . . . the King 
syphilis. One can of course fall back on a ■ did fall into desperate extremities. His vital parts 
diagnosis of “ague,” but there is no mention of j were mortally stuffed, which brought him to a 
the rigors which were well enough known then to j difficulty of speech and breath; his legs swelled, 
have been mentioned had they occurred. One j his pulse failed, his skin changed colour, and 
must not forget either the difficulty he had in 1 many other horrid symptoms appeared. . . . 

having a child, which might have been due to his j The King, having long wrestled with a lingering 
incapacity. The relation of the leg ulcer to his ! and tormenting sickness, at the last his spirits 
mad rages may be compared with that between the I yielded to the malice of his distemper. . . . 

fury of Charles the Bold of Burgundy and his The Lords of the Privy Council sent the sad 
ingrowing toe-nail. The lack of information about news abroad, assigning the cause of his death to be 

this King’s death is the more surprising when one a putrefaction of his lungs.— -John Hayward ( Life 

recalls his own interest in medical affairs. of Edward VI). 

This year [1553] sets a period to young Edward’s 
Edward VI (Son). reign, who, by the defluxion ot a sharp rheume 

Born October 12th, 1537 ; died (15) July 6th, upon the lungs, shortly after became hectical, and 

1 553 > Greenwich ; buried^ Westminster. died of a consumption. — Godwin (Annales of 

In April, in the sixth year of the reign of the j England). 

King, he fell sick of the measles, whereof in a | By the end of April he was spitting blood, 
short time he well recovered; afterwards he < . . .. Since the nth of June he had eaten 
sickened of the smallpox, which, breaking kindly | nothing ; on the 14th he was thought at one time 
from him, was thought would prove a means to to be gone. . . . Eruptions came out over 

cleanse his body from such unhealthful humours as his skin, his hair fell off, and then his nails, and 
occasion long sickness and death; and hereof he afterwards the joints of his toes and fingers, 
also so perfectly recovered that in the summer It was found “que les artoix des piedz luy 
next following he rode his progress with greater estoients tumbez.”— J . A. Froude (History of 
magnificence than ever before. . . . Soon England ). 

afterwards the King did complain of a continual 

infirmity of body, yet rather as an indisposition in About September the King began to complain 
health than any set sickness. . . . In January, of debility; in January his cough became trouble- 

about the beginning of the seventh year of the some; haemoptysis set in about the end of April. 
King’s reign, his sickness did more apparently He became rapidly worse during May, and by the 
show r itself, especially by the symptoms of a tough, middle of June his death was so generally expected 
strong, straining cough. All the medicines and that when he was seen at the palace window on 
diet which could be prescribed, together with the July 4th the spectators believed that his corpse was 
helps both of his young age and of the rising being displayed. He was under the sole care of 
time of the year, were so far either from curing or the unknown woman for at least five weeks. 
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Froude (from whose account one extract is taken) 
believed that she killed him unknowingly by over¬ 
dose of mineral medicines. The symptoms men¬ 
tioned in this connection are much the same as 
those related in the account of James I's death. 
Another explanation is that the pulmonary disorder 1 
was accompanied by Raynaud's disease, which 
might well be due to the miserable state of j 
Edward's general health. Froude says that the 
falling off of the fingers and toes was part of a 
disease not known to medical science ; his book 
began to appear in 1856, six years before M. 
Raynaud described the condition which now bears 
his name. j 

The clinical picture of his illness is that of 1 
pulmonary tuberculosis, and modern history books | 
which mention the cause of his death invariably | 
give this. And yet I would suggest the possibility 
that his disease was syphilis of the lung; the 
reputed measles and smallpox may have been 
syphilitic eruptions. It is, of course, exceedingly 
rare, as is lung syphilis, and one can give no proof 
of it, except perhaps the “ faintness of spirit ” as 
contrasted with the euphoria of tuberculosis. 

In connection with Henry VIFs death, some 
remarks were made about the health of his descen¬ 
dants. It may be added that Edward's mother 
was a delicate woman, and died twelve days after j 
his birth, the labour having been very difficult. i 

Mary I ( Half-sister ). 

Born February 18th, 1516; died (42) November | 
17th, 1558, at St. James's Palace; buried , West- I 
minster. 

Her first distemper at first neglected brought her 
by degrees into a dropsy to which was added a burn¬ 
ing fever brought upon her by a double grief : one 
for the long absence of King Philip, the other, and 
perhaps the greater, for the loss of Calais. She 
began to fall sick in September and died at her 
manor of St. James on the seventeenth of Novem¬ 
ber.— Baker (Chronicle ). 

[1554] She had a swelling in her belly by a 
distemper which physicians call a mole or some¬ 
thing of the like nature. And other symptoms 
seeming to concur she gave herself up to the tales 
of midwives and . . . believed she was with a 

child. ... In process of time, her liver being 
overcooled, she fell into a dropsy which is usual as 
Fuchsius and other physicians write. ... In 


the beginning of her sickness her friends supposing 
that King Philip’s absence afflicted her, endeavoured 
by all means to divert her melancholy. The 
Queen abandoning herself to despair, told them 
that the loss [of Calais] was her death’s wound. 
The death of her father-in-law Charles the Fifth of 
Spain was likewise thought to have considerably 
augmented her sorrow. Her liver had been over¬ 
cooled by another distemper, so that these things 
probably hastened her end and threw her by 
degrees into a dropsy which the physicians at first 
mistook, believing her to be with child. So that 
proper remedies not being applied, and the Queen 
not observing a regular course of diet, she fell at 
last into a fever which gradually increasing put an 
end to her life. . . . This year had a very 

sickly autumn and was remarkable for fevers which 
swept away great numbers. Cardinal Pole scarce 
outlived the Queen a day. ... It was now a 
very sickly time for burning agues and fevers which 
were very mortal and carried off abundance of 
people, the distemper being also infectious.— 
F Godwin (Life of Mary). 

Some say she died of a tinpany, others of a grief 
conceived . . . others that her liver being 

over-cooled by a mola> and not being taken in 
time, cast her into a dropsy, which the physicians 
term asiatica. . . . She not observing a fit 

diet fell into a fever, which increasing little by 
little at last put an end to her life, which fever at 
that time raged in most parts of England and 
swept away a great number of people .—Life of 
Mary (1682). 

There is reason to believe that Mary was really 
pregnant in 1554, but when the abortion occurred 
we can only guess. The cause of the abdominal 
enlargement, which occurred later on, may have 
been dropsy, a uterine myoma, or an ovarian cyst. 
If she believed she was again pregnant, it is strange 
she should not have paid more heed to her diet in 
view of her longing for a child. 

The descriptions of her personal appearance are 
brutally candid ; a letter written by her husband 
might fitly be put with Henry VIll's description 
of Anne of Cleves. Her fatal illness lasted two 
months; agues and fevers were raging in England 
at that time; the disease was infectious. How 
fatal the epidemic was is revealed by Stowe’s 
comparison of the price of bread before and after 
the outbreak. From Fabyan, too, we learn about 
the strange fever which ran riot through England 
in the last two years of Mary's reign. From the 
facts they give it seems clear that the disease was not 
“ ague ” but influenza in a severe form. Its marked 
infectivity, rigors, pains, sleeplessness, and often 
fatal result were all present in the early outbreaks. 
Mary and Caroline of Ansbach are the only 



206 Tiie Clinical Journal.] 


DR. RAE. 


[Jan. 3, 1912. 


English sovereigns who have died at St. James’s 
Palace. 

Philip {Husband). 

Born May 21st, 1527 ; died (71) September 13th, 
1598, at Escorial; buried> Escorial, Madrid. 

De deux ans tant par la goutte qu’autres 
infirmitez sa Majeste estoit* tant affligee qu’elle 
ne se pouvoit tenir en pied estant encore vale- 
tudinaire d’une qui le pressa fort en Madril es 
mois d’Avril Maii et Juing passez de c’este presente 
anne, se doutait, qu’il alloit appipchant a la mort; 
dernier jour de Juing s’achemina a plus grande 
journee qu’il ne pouvoit souflfrir a cause de sa 
debilite. . . . Le vingt et deuxiesme de Juillet 
il fut attaint de la fiebure qui mit firi a ses jours 
laquelle croissoit rigoreusement qui fut cause qu’il 
desira scavoir si cest sienne maladie estoit dan- 
gereuse. . . . C’este maladie luy dura cin- 

quante-trois jours. ... II y a deux ans et 
demy qu’il ne se pouvoit tenir debout a cause des- 
douleurs de la goutte qui journellement croissoit 
sans que jamais en ce temps la fievre luy manqua 
et principalement depuis qu’on luyeut ouvert deux 
doits d’une main et l’orteil du pied droict et letout 
tant plein de sentiment qu’on ne la pouvoit toucher 
sans grande douleur; joingt quel’un de sesgenoux 
se vint a enfler de forte qu’il fut contraint le faire 
ouvrir avec grandes douleurs et peines indicibles; 
et ayant este couche cinquante trois jours sur le 
dos sans se pouvoir tourner d’une parte ny d’autre. 

. . . I! meurit le Dimenche 13 jour de Septem- 

bre 1598 a cinq heures du matin.— Translat . de la 
Relation de la Mort . . . . Par Ordre De 

Philippe III . . . 1599. 

His Majesty having been much troubled with 
gout and other infirmities for two years to the degree 
that he could not walk was again enfeebled by 
a disease at Madrid in the months of April, May, 
and June of this present year, so that he feared lie 
was near death. On the last day of June he 
planned a long journey which his weakness frus¬ 
trated. On July 22nd he was attacked by the fever, 
which ended his life and tormented him so much 
that he wished to know whether his malady were 
a grave one. It endured for fifty-three days. For 
two years and a half he had been incapacitated 
by gout which daily tormented him ; all this time 
the fever never forsook him, and was more marked 
after two fingers and the joint of his right foot 
had been opened ; this was so exquisitely tender 
that a touch caused him agony ; in addition, his 
knee became so inflamed that it had to be opened 
in spite of the extreme pain. He was fifty-three 
days on his back without being able to turn at all. 
He died at 5 a.m. on Sunday, September 13th, 

1598. 

Die ultima Junii in tertiana incidit quse ad 
septimum diem duravit. Vicesimo sexto Julii cir- 
citer mediam noctem rursus febris corripuit quae 


continue repetende in modum tertianae duplicis. 
. . . Septimo valetudinis die subscrevit ulcus ad 
genu,colligente in earn partem malignum abscessum 
natura . . . cumque multis licet adhibitis medica- 
mentis ne maturesceret plerique pertimescerent, 
postremo tamen maturuit quo refecto multa inde 
materia promanavit [loco aperto]. Sed praeter 
illam aperturam duas alias natura concitavit, ex 
quibus tanta defluxit ut haec una satisfuerit occid- 
endo si aliae omnes causae procul fuissent. Tri- 
cesimo post die occasione levis medicina tantura 
temporis proluvium successit ut supra quadragies 
uno die egesserit; id in extremum vitae continuavit. 
[Intumescente ventre]. . . . cum reliquae 

partes ita flaccidae et exhaustae essent ut absque 
pelle et o>sibus superesse videretur. His omni¬ 
bus accesserunt defluxiones arthritidis ordinaria, 

| ulceraque quattuor fistulata digito indice dextrae 
manus ; itemque tres digito medio ejusdem manus 
et unum denique ad digitum pollicem pedis. . . . 
j Intra tres et quinquaginta dies morbus tenuit 
nunquam vestis mundari aut mutari potuit propter 
ingentes cruciatus quos accipiebat. Decubuit 
totum id tempus resupinus et in dorsum atque ita 
egessit quae naturae necessitas postulavit et materia 
I copia defluebat.— De Felici Excessu Philippi //, 
j 1609. 

On the last day of June he fell into a tertian 
I which lasted seven days. On July 26th, about 
1 midnight, the fever attacked him again, recurring 
like a double tertian. On the seventh day of his 
illness an ulcer appeared at his knee, nature draw¬ 
ing there a bad abscess, and though all proper 
applications were used to prevent this ripening 
| and others forming, it yet came to a head, and 
] when opened yielded much discharge. Two more 
I developed near this opening, which discharged so 
| freely that this alone would have sufficed to kill in 
j the absence of any other cause. A month later a 
' mild aperient started such a marked diarrhoea that 
he had over forty motions a day, and this lasted 
I until he died. His abdomen swelled, though the 
I other parts were so flaccid and wasted that he 
seemed only skin and bone. To all this were 
added the usual discharges from the joints ; he 
had four sinuses in the forefinger, and three in the 
middle finger of his right hand, and latterly one 
in his great toe. For the fifty-three days of his 
illness he could not adjust nor change his clothes 
because of the excessive pain he endured. All 
that time he lay flat on his back, and in this 
i posture rid himself of all nature had to emit. 

Don Philip III being then but Prince was upon 
St. John’s Day in the market-place at Madrill to 
behold the bull baiting—which sport the king, his 
father (which is now in heaven), was not present 
at by reason of the pain of the gout which sore 
troubled him . . . and thereupon commanded 

preparation to be made for his removing to 
Escurial ... To satisfy his desire his footmen 
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took him up upon their shoulders and spent six 1 
days in going those seven miles, where after that he ' 
came, he was better for some few days, though he 
was not able to stand, but was forced either to sit 
or lie. But presently the gout reseasing him 
accompanied with a fever made him far sicker * 
than before. . . . There happened also to this I 

good King upon his right knee a bile so angry and j 
swelling that he could take no rest. . . . One I 

Vergara, a licentiate surgeon, having applied all 
fit means to ripen the sore, opened it and let forth 
all the bad matter therein contained, soon after the 
which there arose four other biles upon his breast, 
which likewise were ripened, opened, and cleansed : 
this corrupt matter bred a great company of lice, 
which were very hard to be killed, he remaining in 
this meantime so weak that he was fain to be 
turned in the sheets and lift up with four men, 
whilst two others made all tilings plain, soft, and 
clean under him. Ten days before he died he fell 
into so great a trance (lasting five hours), that it 
was easily perceived that his life and vital powers 
began to fail. . . . Being returned to himself 

he [spoke] to the Archbishop and to those of the 
chamber there present. Not long after he fell into 
another fit, whereupon he called for the extreme | 
unction which was given unto him by the Arch¬ 
bishop. He took his leave of the Prince again 
embracing him, at which instant his speech failed ; 
and in this sort he continued two days, and died 
upon Sunday, September 13th, about three of the 
clock in the morning .—Harleian Misc. II, 377 Ed. 
1744. 

The first and second quotations are taken from 
pamphlets published with the idea of making 
public the devout manner in which Philip died. 
The former is a French translation from Spanish 
and the original was not available to me. Both 
are obviously written by priests, and the author of 
the Latin one seems to have been a royal chaplain. 
As a consequence far more attention is paid in 
both to the king’s pious expressions and to the 
number of times he received extreme unction than 
to the actual course of his malady. Indeed his 
disease is mentioned in quite a casual way, and 
nothing is said about his last hours. The course 
of his disease is fairly clear. After being almost 
bedridden for two years and a half, in the early 
summer of 1598 he seems to have had an exacer¬ 
bation. In June and in July he had a sharp 
fever resembling an ague, though it was more 
probably a paroxysm of gout. In any case the 
malady began to take a more serious form about 
July 21 st. His removal to the Escorial had taken 
place some time before this; the distance is 
actually thirty-one miles instead of only seven as is 
stated ; this may have been the long'journey which 
the first writer says could not be taken. Early in 
August ulcers began to appear in hmjjointis, which 


were apparently opened, and became very foul. In 
the beginning of September a severe diarrhoea set 
in ; and about this time he had a syncopal attack 
which recurred later. For twd days before his 
death he had aphasia. The history points clearly 
to his disease being gout. His-trance was probably 
of cardiac origin,and the exertion of embracing his 
son may have been enough to produce a cerebral 
haemorrhage which derived him of speech. There 
is nothing to show whether he had hemiplegia; but 
in his helpless condition this may well have escaped 
notice. 

Elizabeth ( Sister-in-law ). 

Born September 7th, 15 $y,died (69) March 24th, 
1603, Richmond ; buried , Westminster. 

The Queen, who had hitherto enjoyed a good 
stock of health . . . began to perceive in 

herself some weakness and decay of health and 
spirits, and the ill weather increased her indisposi¬ 
tion till on the last of January which proved a very 
stormy day she removed from Westminster to 
Richmond. . . . In the beginning of her sickness 
the almonds of her throat swelled, but soon came 
down again . . . after that her appetite went 

off by degrees and she gave herself to a melan¬ 
choly. ... In the beginning of March she was 
seized with a kind of stupor or heaviness, joined 
with a pettishness common enough to ancient 
persons insomuch as she would frequently sit in a 
silent posture and refrained from eating. She 
performed her devotions with great fervour till her 
speech left her. On the 24th March she enjoyed 
a blessed remove from this world ,to a better.— 
IV. Cambden {Life of Elizabeth). 

About the 14th of January [1603] the late Queen 
about two days before sickened of a cold [at 
Whitehall] and the said 14th day removed to 
Richmond . . . where she was well amended 

of the cold. But on Monday the 20th of February 
she began to sicken again, and so continued till 
Monday the 7th of March after which day she began 
somewhat to amend. But the 18th of March 
following, being Friday she began to be very ill 

. . . and continued till Wednesday the 24th 

of March about three of the clock in the morning 
at which time she died.— Somers Tracts XIV (359 

She feeling some infirmities of old age and 
sickness retired herself at the end of January to 
Richmond. ... At the beginning of her 
sickness the almonds of her jaws began to swell 
and her appetite little by little failed her. . . . 

In March a kind of benummedness seized upon 
her with a deep melancholy, so as she would sit 
silently, refrain her meat, and not admit of any 
confidence but with the Archbishop of Canterbury, 
with whom she prayed fervently till such time as 
her speech failed her, which failed a day before she 
died.— Baker (Chronicle ). 
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One of the Queen's attendants, Lady Southwell, 
has left an account of the last days of her mistress's 
life; this has not been published, but extracts from 
it are given in Strickland’s life of the Queen which 
supplement the information given in my own 
quotations. The Queen's age must have made 
any ailment a serious matter. She was in her 
seventieth year when she died, and had three 
attacks of illness in three months, during the first 
of which she performed a slow journey of sixteen 
miles on a very stormy day. (It is an odd coinci¬ 
dence that her great enemy Philip should also have 
made such a journey in similar circumstances.) 
An attack of tonsillitis ended in a small abscess 
which burst, to her ease. About this time she was 
much troubled by copious “risings of phlegm." 
Her godson, Sir John Harington, wrote a letter 
describing a visit to the Queen and the meagre 
diet which was all she would have; this letter is 
given in his ‘ Nugse Antiquse.’ She passed her 
time in profound melancholy, and sometimes spoke 
of the horrible visions she had when she slept. 
One she mentioned was of a man in a flame ; this 
is most probably to be explained by xanthopsia 
from jaundice due to her starvation. After her 
speech failed, she continued to express her devo¬ 
tion by movements of her hands and eyes. The 
information is scanty, but seems to me to point 
to influenza, which would account for the mental 
changes, which were of the type seen after influenza 
in senile persons. If this be correct, it is rather 
striking that she should have died from the same 
cause as her sister and predecessor. Against her 
orders, her body was opened and embalmed. 
Lady Southwell says that, while watching the 
coffin, she and her companions were startled by a 
loud crack. The body had swollen until the coffin 
burst and had to be cered up again. The Queen's 
heart was removed and put in an urn which stood 
beside Mary's in the Abbey. About sixty years 
later a Westminster school-boy took the opportunity 
of putting his hand in both urns, which, he said, 
contained a red, sticky, semi-fluid mass. 

James I {First Cousin twice removed). 

Born June 19th, 1566; died (59) March 27th, 
1625, at Theobalds ; buried\ Westminster. 

Whether our King's care for his grandchildren, 
or the hazard and danger of his own person at 
home (being ever full of fears) or his engagement 
in a war abroad (being contrary to his very nature) 
or whether his lull feeding and continual use of 
sweet wines (which he abundantly affected) set the 
gross humours awork, or w r hat other accident 
caused his distemper is uncertain, but he fell sick 
of a tertian ague which is not dangerous in the 
spring (if we believe the proverb, “ An ague in the 
spring is physic for a King") and had some few 
fits of it. After which he fell into a fever which 


| was too violent for him. A little before his death 
[ he called for the Prince his son who rising out of 
his bed something before day and presenting him¬ 
self before him, the King roused up his spirits, and 
raised himself up as if he meant to speak to him, 
but nature being exhausted he had not strength to 
j express his intentions but soon after expired, being 
' upon Sunday morning the 27 of March 1625 at 
j Theobalds. — Arthur Wilson {Life of James, 1653). 

The King being sick of a certain ague, and that 
in the spring was of itself never found deadly, 

I the Duke (of Buckingham) took his opportunity 
. . . upon the Monday before the king died 
. . . and offered to him a white powder to take, 
the which he a long time refused, but over¬ 
come with his flattering importunity at length 
| took it in wine, and immediately became worse 
and worse, falling into many swoonings and 
pains and violent fluxes of the belly. . 

In like manner also . . . my Lord of Buck¬ 
ingham’s mother upon the Friday after . . . 

applied a plaister to the King's heart and breast 
I whereupon he grew faint and short-breathed and in 
a great agony. . . . The Sunday after, his 

Majesty died, and Buckingham desired the physic- 
j ians who attended his Majesty to sign with their 
own hands a writ of testimony that the powder 
which he gave him was a good and safe medicine, 
which they refused. ... In the meantime 
the King’s body and head swelled above measure, 
his hair with the skin of his head stuck to the 
i pillow, and the nails became loose upon his fingers 
and toes.— Harleian Misc. ii, 71 (1744). 

Of an ague after a month's languishing notwith¬ 
standing all the remedies that could be applied, he 
departed this life at Theobalds.— Baker {Chronicle). 

Sir Anthony Weldon in his 1 Court and 
Character of James 1 7 gives a most unflattering 
description of the King's person. James was 
apparently never in good health and had an 
inveterate snuffle. George Eglisham, whose 
pamphlet reprinted in the Harleian Miscellany is 
the authority for the story of poison, had been 
deprived of his post of King's physician through 
Buckingham’s influence, and probably sought 
revenge. He accuses Buckingham of poisoning 
the Marquis of Hamilton, as the latter's body had 
the same appearances after death as the king’s had. 
Buckingham's treatment of the physicians might 
support his innocence as strongly as his guilt and be 
explained by a desire to prevent even rumours 
about his responsibility for the King's death. 
There is no reason to doubt that James did die 
from tertian ague. An account of the finding of 
his grave is given in Stanley's 1 Memorials of 

Westminster,' but the coffin was not opened. 

1 

{To be continued.) 

, January I si, 1912, 
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MILD AND LATENT CASES OF 
CONGENITAL HEART DISEASE. 

A ldcture delivered at the Medical Graduates’ College and 
Polyclinic, December 12th, 1911. 

By A. J. JEX-BLAKE, M.A., M.B., B.Ch.Oxon., 

Assistant Physician at St. George’s Hospital and the 
Hospital for Consumption, Brompton. 


Congenital heart disease may be defined as 
organic disease of the heart or great blood-vessels, 
due either to premature arrest of their develop¬ 
ment or to inflammatory processes occurring in 
them during intra-uterine life. It is a condition 
that has been fully recognised for 160 years or 
more, since the date of S^nac’s book on the heart 
published in 1749, at any rate, and isolated cases 
(Chemineau) were described as early as the seven¬ 
teenth century. And it has always attracted the 
attention of medical men and others, because it 
presents points of interest to the workers in such 
various branches of science. Thus it appeals to 
the embryologist, because opinion is still divided 
on fhe question how far its different forms are due 
to arrest or abnormality in the processes of develop¬ 
ment of the heart and the six primitive aortic or 
branchial arches. It appeals to the pathologist 
and bacteriologist because they are apt to see 
evidences of old inflammatory processes where the 
embryologist sees no more than arrested develop¬ 
ment ; and to the clinician, congenital heart disease 
is interesting for many reasons, among others 
because of the variety of the physical signs it pro¬ 
duces and the difficulties in their exact interpreta¬ 
tion. With the signs and symptoms presented by 
the average well-marked case you are all doubtless 
familiar; to quote from the classical book of Dr. 
T. B. Peacock, they consist in cyanosis, attacks of 
dyspnoea, irregular action of the heart, paroxysms 
of convulsions, chilliness of the extremities, attacks 
of bronchitis, haemorrhages, clubbing of the digits. 
In some of the severest cases, the cyanosis or blue 
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ness is the most striking feature; the child is born As regards its aetiology, one may say that con- 

cyanosed or blue, and remains a “ blue baby ” so genital heart disease is comparatively rare, and that 

long as it lives—and comparatively few of them it probably affects the two sexes unequally. Thus, 
live to grow up into childhood or adolescence, in the longest list of cases I have found containing 

But to-day I want to draw your attention to the 412 instances, collected by Abbott, the sex is 

mild cases of congenital heart disease that are not mentioned in 341, and of these 341, 202 are 
uncommon and often escape detection, that show males and 139 females. Among 383 cases, Vier- 



Fig. 1.—Skiagram of the hands of Mrs. P—, ret. 39 years. The patient’s heart shows no abnormality. 


none of the characteristics I have just mentioned— ordt found 248 males and 135 females. Still, if the 

cyanosis, dyspncea, fainting attacks, or convulsions lists were longer or were more complete, probably 

—although it may be recognised that the patient the inequality between the two sexes would lessen, 

is in a general way not strong; and also to the As regards race, it is often stated in the Continental 

latent cases, or those in which the patient is sup- literature that it is commoner in the English than 

posed to be a normal person until he is medically in other races, least common in the Latin nations; 

examined for life insurance and refused, or until, with what truth I know not. Another factor of 

perhaps, some disaster happens or congenital heart some importance in congenital heart disease is 

disease is for the first time found post-mortem. heredity, as may be shown in three ways. In the 
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first place, instances have been recorded in which 
both mother and child have suffered from con¬ 
genital heart disease. In the second, it has been 
noted in several members of a family. I shall 
presently quote to you the cases of two brothers. 
In the third place, congenital heart disease is quite 
often associated with some congenital defect in 
some other part of the body. Dr. Garrod has 
published an account of 28 such cases, and the 


! of congenital pulmonary stenosis. Both mother 
and child show the same abnormal shortening of 
the index and middle fingers of each hand ; and 
the skiagram displays the fact that in the child 
1 each shortened finger is built up of four phalanges 
instead of the normal three, while in the mother 
i the present proximal phalanx of the index is 
' formed by the union of two phalangeal bones, and 
the middle finger has four phalanges. It is not 



Fig. 2.—Skiagram of the hands of R. P —, xt. 9 years. The patient also has congenital pulmonary stenosis. 

collected statistics seem to show that 10 or 12 per 1 necessary for me to say much about the patho- 
cent. of the patients with congenital heart disease I logical anatomy of congenital heart disease. Diffe- 
show anomalies of development elsewhere in the rent anatomists have classified the cases under 
body. As an example of this I show you prints twenty or thirty different headings, according to 
of the skiagrams of the hands of a mother and their distribution in the heart or vessels and their 
her child, kindly taken for me at St. George’s association with one another. It will be sufficient 
Hospital by Dr. G. A. Simmons (Figs. 1 and 2). to remind you that many of these twenty or thirty 
The mother is a healthy woman with a perfectly j varieties are incompatible with life, or very rare, 
normal heart ; the child, aet. 10 years, has a hyper- that only a few produce signs or symptoms that 
trophied heart and the systolic murmur and thrill can be recognised with certainty ante mortem , and 
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that three or four varieties are as common as all the 
rest put together. Thus, out of 412 cases, Abbott 
found a greater or less degree of stenosis at the 
pulmonary orifice in 119, patency of the ductus 
arteriosus in hi, defect in the interventricular 
septum in 161, in many of the instances these 
defects being associated with each other or with 
others of the twenty or thirty recognised develop¬ 
mental anomalies of the heart. 

It is necessary to say something about the 
pathogenesis or mode of production of congenital 
heart disease. Senac, in 1749, attributed them to 
the fact that Nature, though directed by the 
Creator, “ paroit s’^garer parmi les detours de ses 
ouvrages.” It is a pity that so simple an explana¬ 
tion can no longer be accepted as satisfactory. 
According to embryologists, most of the lesions 
must be developed during the second month of 
intra uterine life, at the time when the upper and 
lower segments of the interventricular septum are 
growing towards one another and fusing, when the 
pulmonary artery and aorta are being formed from 
the truncus arteriosus, and the six branchial arches 
on each side are becoming converted into the aortic 
arch, the pulmonary arteries, the ductus arteriosus, 
the carotids, and the other vessels into w'hich they 
respectively develop at last. In other words, the 
organic lesions of congenital heart disease must be 
present in the foetus by the time it is eight w’eeks 
old in the large majority of cases. At this period 
the foetus is less than an inch and a quarter in 
length, and its heart is correspondingly small. 
Hence it is easier to believe, with the embryo¬ 
logists, that congenital heart disease is due to 
developmental defect than to assume that it is due 
to foetal endocarditis, as Rokitanski and other 
pathologists have done. As Professor Osier points 
out, it is not easy to imagine a foetal endocarditis 
localised to so small an area as the pulmonary valves 
must be before the eighth week of foetal life. It 
is true, however, that patients with congenital heart 
disease seem abnormally prone to acute endocarditis 
later when they grow up, and that their hearts 
when examined post mortem often show a deal of 
thickening and shrinkage of the endocardium that 
are strongly suggestive of old fibrotic endocarditis. 
But here, again, one meets with difficulty; for 
while it is certain that thickening and fibrosis of the 
endocardium are habitually left behind by acute 
endocarditis, it is no less certain that a very similar 


thickening and fibrosis may be caused by abnormal 
currents of blood impinging on the heart-wall with¬ 
out any endocarditis at all. For example, patches 
of such endocardial thickening are often seen on 
the wall of the left auricle in cases of chronic 
mitral incompetence, and are due to the irritation 
of the wall at that spot by the regurgitant stream 
of blood. In patients with aortic incompetence, 
patches of thickened endocardium may be seen on 
the wall of the left ventricle, or on the ventricular 
surface of the aortic cusp of the mitral valve, as a 
result of the repeated impact of the blood regurgi¬ 
tating through the incompetent aortic valves, and 
without the occurrence of any local endocarditis or 
inflammation. Hence one is not justified in arguing 
that because there is a localised thickening or 
roughening of the endocardium in a case of 
congenital heart disease, therefore the disease was 
originally due to local endocarditis; it is quite 
justifiable to say that the thickening is in many 
cases due to the abnormal currents of blood in 
the heart to which the congenital defect must 
have given rise. 

It has often been stated that congenital heart 
disease is particularly apt to occur if the mother has 
had some acute illness during pregnancy, or if she 
has been particularly exposed to injurious surround¬ 
ings, prolonged mental distress, sudden alarms, and 
so forth during this period. Histories such as these 
are not rarely forthcoming when there is any con¬ 
genital defect or deficiency to be explained ; but it 
must be remembered that most cases of congenital 
heart disease are already established by the end of 
the second month of pregnancy, and cannot be 
accounted for by circumstances affecting the mother 
during the last seven months of that time. There 
is a certain amount of experimental evidence that 
bears on this point, and on the association of other 
developmental arrests or deformities with con¬ 
genital heart disease. Different observers have 
found that in the development of the fish, the 
tadpole, the toad, the embryo-chicken, injury to 
the heart or mild degrees of poisoning of the 
embryo by heat or chemical solutions interfere with 
development, and produce very various congenital 
malformations (Hirschfelder). It appears that mal- 
development of the heart is the primary change 
here; and that the maldevelopments of the other 
organs are secondary to the maldevelopment of 
the heart, and are brought about by the imperfect 
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growth of the capillary loops and plexuses in them. 
The heart is injured, acts feebly, and fails to pump 
a proper supply of blood into the growing capil¬ 
laries. The capillaries, being stinted of blood, 
develop abnormally and feebly, and so retard 
development in the various organs and tissues of 
the body they supply. What is true of the lower 
animals may also be true of man, and so it is 
possible that the associated malformations occurring 


of congenital heart disease, I now come to its 
symptoms. The classical signs and symptoms, as 
we have seen, are cyanosis, dyspnoea, fainting or 
convulsive attacks, and palpitations. In addition 
many of the severer cases show erythrocythcemia, 
or an excessive number of red blood-corpuscles 
per unit volume of blood with a correspondingly 
high percentage of haemoglobin, and dilatation and 
irregularity in the arteries and veins of the retina 


Arch of the 
aorta. 


Pulsating 
ductuvarte- 
riosus or 
pulmonary 
artery. 



F'ig. 3.—Skiagram, taken from the back, showing pulsating ductus arteriosus or pulmonary artery, in a patient with 

patent ductus arteriosus. 


in 10 or 12 per cent, of the patients with congenital 
heart disease may sometimes be secondary to the 
defects in the heart. That this cannot be the only 
explanation of the associated defects, however, is 
illustrated by the skiagrams of the two pairs of 
hands I have already circulated to you; the 
daughter has congenital pulmonary stenosis and 
defective development of the first two fingers, 
while the mother has similarly defective fingers 
but an apparently normal heart. 

Having said so much about the general causation 


with small retinal haemorrhages as well. The ends 
of the fingers and toes become clubbed or shaped 
like the ends of drum-sticks, in consequence of the 
overgrowth of the soft tissues due to the chronic 
venous congestion to which the feeble action of 
the heart exposes them. The patients themselves 
are for the most part small and short, ill-developed 
and weakly persons, scant of breath on slight exer¬ 
tion and prone to recurrent attacks of bronchitis. 
Most of them succumb to heart failure or inter- 
current disease during childhood or adolescence, 
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and it is always said that but few of them grow up 
to adult life. I mention all these signs and 
symptoms because while they are all character¬ 
istic of the graver and more severe forms of con¬ 
genital heart disease, they may not any of them 
occur in the mild and latent cases to which I wish 
to draw your attention. In other words, a person 
may look perfectly healthy and believe himself to be 
quite sound, and yet have a slight degree of con¬ 
genital heart disease that makes it unwise for him 
to engage in heavy bodily work, and ensures his 
rejection by the medical officer of an insurance 
company or the like. I cannot do better than 
quote a couple of cases to illustrate my meaning : 

Case i.—A. W— , a well-developed healthy- 
looking young man, set. 26 years, a clerk, came to 
hospital three and a half years ago for some trifling 
complaint, and was found to have a faint continuous 
systolicand diastolic murmur heard best in his second 
left intercostal space, not well conducted in any 
direction. The apex-beat was in the fifth space, in 
the nipple line ; the impression of a definite but 
moderate cardiac hypertrophy was given to a hand 
placed over the praecordia. The diagnosis of 
patent ductus arteriosus was made, with, possibly, 
some other lesion like congenital pulmonary 
stenosis as well, because it is only rarely the case 
that patency of the ductus arteriosus occurs alone 
without any other developmental defect of the 
heart. The diagnosis was confirmed, at any rate 
as far as the ductus arteriosus and the cardiac 
hypertrophy went, by the skiagram, of which I 
show you a print. The .r-ray picture taken with 
the photographic plate against the patient’s back 
shows a rounded pulsating swelling appearing at 
each ventricular systole and growing about as big 
as half a fives ball, and occupying the position of the 
pulmonary artery and ductus arteriosus (Fig. 3). 

This patient, then, is an apparently healthy and 
muscular young man, in whom congenital heart 
disease of a mild type was discovered accidentally 
when he was twenty-three. He has never been 
cyanosed nor subject to attacks of dyspnoea, palpita¬ 
tions, fainting fits or convulsions. The only form 
of athletic exercise he has found beyond his powers 
is swimming ; he gave up swimming years ago 
because it made him feel ill. To illustrate what 
he can do, I may say that this summer he bicycled 
fifty miles to Brighton one day and fifty miles back 
to London the next day, and felt none the worse 
for it; I need hardly tell you that this long ride 
was taken against medical advice. I am sure he 
did well to give up swimming. Not only is swim¬ 


ming the most violent form of physical exercise in 
which ordinary people ever indulge, but its bad 
effects on weak or diseased hearts are aggravated 
by the fact that one always swims in cold water, 
and its coldness produces marked constriction of 
the peripheral arterioles and so increases the work 
demanded of the already overworked heart. The 
particular danger to which this patient is exposed 
seems to me to attach to the forcibly pulsating 
ductus arteriosus or pulmonary artery so clearly 
seen in the skiagram. The great extent of the 
pulsation shows the degree to which the walls of 
the vessel are overstretched with each systole, 
whether the vessel is definitely aneurysmal, or only 
shows exaggerated dynamic pulsation because its 
walls are unduly thin and elastic. The immediate 
danger is lest any sudden unusually violent mus¬ 
cular exertion should rupture this pulsating artery, 
when death \frould ensue almost at once. The 
more remote risk is lest the strain of habitual 

muscular exercise and work should bring on 

/ 

atheroma or arterio-sclerosis, and so weaken the 
wall of this pulsating vessel still further and make it 
more liable to aneurysm and rupture than it is 
already. Until he was twenty-three, then, this man 
was a case of latent congenital heart disease ; and 
I should now call him a mild case, because he is 
able to live the ordinary life of a clerk and to 
bicycle fifty miles without feeling in any way the 
worse for it, and has only a moderate degree of 
hypertrophy of the heart that has not increased in 
the last three and a half years. 

Case 2. —The patient, E. YV—, set. 19 years, 
brother of Case 1, engineers’ storekeeper, suffered 
much from bronchitis associated with enlarged 
tonsils and adenoids when a schoolboy; since 
these growths were removed by operation when he 
was thirteen, his general health has been good. 
He has never been liable to attacks of blueness, 
dyspnoea or palpitation. He has never gone in for 
swimming, games, or bicycling. When sixteen, he 
joined the ranks of the volunteers, and for three 
years went without trouble through the ordinary 
volunteer training, which included two weeks in 
camp in the summer, and route marching in full 
volunteer kit for distances of twelve to fifteen miles. 
He is a smsfller and lighter built man than his 
brother, therein resembling the rest of his family. 
The apex beat is in the fifth intercostal space out¬ 
side the nipple line, and the cardiac impulse is 
forcible and heaving. A harsh systolic murmur is 
heard over the whole praecordia, loudest in the 
second left space, where there is in addition a 
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systolic thrill, and loud again near the apex. No 
murmur is heard during diastole, and the diagnosis 
of congenital pulmonary stenosis with a defect in 
the interventricular septum can be made with some 
probability of correctness. 

This patient, then, is a smaller and less stoutly 
built man than his brother, but resembles him in 
never having shown any of the symptoms character¬ 
istic of congenital heart disease. He has been 
able to go through the heavy work done by 
volunteers in camp three years in succession with¬ 
out appearing to suffer for it in any way. A 
skiagram of his heart shows nothing abnormal 
except hypertrophy, and the hypertrophy is dis¬ 
tinctly greater in this patient than it is in his elder 
brother. In other words, the second patient has a 
smaller amount of cardiac reserve power to fall back 
upon in case of necessity—illness or muscular over¬ 
strain—than the first. The next case I shall quote 
to you illustrates one of the dangers to which 
patients with undetected congenital heart disease 
may be exposed. It was not observed during life, 
and I have to thank Dr. R. S. Trevor, of St. 
George’s Hospital, who examined it post mortem, 
for permission to make use of his notes of the 
case. 

Case 3.—A well-built, but completely bald, boy, 
set. 15 years, had never shown any symptoms of 
illness, and was stated to have had good health 
always. He was a house-decorator’s apprentice, 
and on the day of his death ran some distance in 
order to give assistance with a barrow loaded with 
house-decorating plant. He arrived very breath¬ 
less, but helped to pull the barrow, and was left 
by his employer in charge of it outside a house. 
He was seen a few minutes later to fall down 
“ apparently in a fit,” and died before medical 
assistance could be obtained. 

At the post-fnortem it was found that he had an 
aneurysm of the ascending aorta, and had ruptured 
the posterior wall of the aneurysmal sac. The left 
ventricle of the heart was considerably hyper¬ 
trophied. There was a congenital obliteration of 
the lumen of the transverse aorta, half an inch in 
length, just on the cardiac side of the point where 
the ductus arteriosus (which was closed) joined the 
aorta, and this obliteration was the cause of the 
aneurysmal dilatation. The wall of the aneurysm 
was thin ; its inner surface was smooth, showing 
no sign of sclerosis or atheroma; the rupture here 
was curved, and nearly half an inch in length. The 
descending aorta was smaller than usual, and at 
its upper end showed the openings of the three 
pairs of much enlarged upper intercostal arteries, 


; closely set together on each side, through which 
the collateral circulation was carried on. 

This was a patient with an unsuspected congenital 
obliteration, or, as it is more often called, coarcta¬ 
tion, of the aortic arch, which gave rise to no 
symptoms at all until the overstrained and dilated 
proximal part of the aorta ruptured into the peri¬ 
cardium, and the consequent haemorrhage caused 
sudden death. This form of congenital heart 
disease is not rare, and sudden death is fairly 
common in it—Vierordt gives a list of thirteen 
cases collected from the literature. 

There are several other forms of congenital heart 
disease that are often mild or latent, but I shall 
content myself, having quoted these three instances, 
and come next to the question of diagnosis. It is 
clear that many of the ordinary criteria of con¬ 
genital heart disease—cyanosis, dyspnoea, and the 
rest—will not be available in these mild cases. 
Hence the diagnosis must be made on the results 
of the physical examination; confirmation may be 
obtained if there is a history that a cardiac murmur 
was present in infancy or early childhood. It may 
be difficult and even impossible in some cases to 
distinguish between a murmur due to congenital 
disease, murmurs of the class known as haemic 
or accidental, and those due to acquired valvular 
disease of an unusual type. 

In general, however, the diagnosis is tolerably 
simple, and is made on the ordinary lines of 
physical examination. Thus, inspection of the 
chest may show a slight increase in the area of 
cardiac pulsation, or a displacement outwards of 
the apex-beat, both suggesting hypertrophy of the 
heart. Palpation with the hand over the praecordia 
may confirm the impression of hypertrophy, and 
may reveal a systolic thrill in the second left space 
in cases of pulmonary stenosis, or in the third or 
fourth left space, if there is a deficiency in the inter¬ 
ventricular septum. Percussion may show that 
the area of cardiac dulness is increased in one 
direction or another; for example, patients with a 
patent ductus arteriosus (Case 1 above for example) 
may show an abnormal patch of dulness in the 
second left intercostal space near the edge of the 
sternum and the immediate neighbourhood. This 
dulness was noted by Gerhardt in 1867, and has 
often been found since in these cases; it is dye to 
the dilatation of the patent ductus arteriosus and 
of the pulmonary artery by the rush of blood from 
the aorta that occurs with each systole. In Case 
3 there is no doubt that percussion and palpation 
would have revealed the fact that an aneurysm of 
the ascending aorta and its arch was present; and 
palpation with the finger-tips pressed as deeply as 
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possible into the suprasternal notch between the 
heads of the two sternomastoid muscles would very 
likely have shown that the upper margin of the 
dilated aorta was directly palpable. In addition, 
the dilated arteries through which the collateral 
circulation was carried on could some of them have 
been felt. This anastomosis takes place between 
the superior intercostals, the internal mammaries 
and the transversalis colli arteries above the 
coarctation, and the first few aortic intercostals, 
the phrenic and the superficial and deep epigastric 
arteries below it. Much help in the diagnosis, 
sometimes, indeed, so much as to amount to a 
hindrance, is given by auscultation. In a simple 
case of pulmonary stenosis, auscultation will show a 
very harsh systolic murmur best heard about the 
second left interspace, and conducted fairly well in 
all directions from this point when the murmur is 
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at the pulmonary area and another at or about 
the apex is likely to have the combined con¬ 
genital lesions of pulmonary stenosis and defective 
interventricular septum rather than pulmonary 
stenosis and mitral regurgitation, simply because 
the* former combination is quite common, the 
latter very rare. I should like to draw your 
attention again to the continuous murmur heard 
in Case i, the patient with patent ductus arteriosus, 
and to lay special stress on its continuity. It is a 
faint murmur in this instance, but it never stops ; 
it is louder in systole, fainter in diastole, and is 
caused by a continuous rush of blood from the 
aorta through the patent ductus arteriosus into the 
pulmonary artery. The double, or to-and-fro 
murmur at the base of the heart so often heard 
in the common cases of aortic incompetence, or 
the rare cases of pulmonary incompetence, lacks 

F.pisternal notch. 



Aorta. 

Pulmonary artery. 

Left auricular appendix. 

I.efc ventricle. 

Ri^ht ventricle. 


Xiphoid cartilage. 


Fig. 4. —Diagram illustrating the share taken bv the four chambers of the heart and by the great vessels 

in forming the .r-ray silhouette of the heart. 



loud, mainly upwards towards the clavicle when it 
is feeble. When there is a defect of the inter- j 
ventricular septum as well as pulmonary stenosis, j 
as in Case 2, a second systolic murmur, perhaps 
different in tone or quality, appears over the right 
ventricle, being best heard probably over the fourth j 
left costal cartilage and best conducted laterally 
over and beyond the whole praecordia, but often not 1 
heard at the back. But in the interpretation of J 
these and other murmurs one cannot dogmatise as 
to the precise lesion present, and one must be 
guided by probabilities. For example, if a patient 
with congenital heart disease has a harsh systolic 1 
murmur at the base of the heart, best heard over 1 
the* sternum or in the second right interspace, the 
diagnosis of pulmonary stenosis rather than aortic 
stenosis is probably correct, because congenital 
aortic stenosis is very rare and usually fatal soon 
after birth, whereas pulmonary stenosis is the 
commonest of congenital cardiac defects, and its 
milder degrees are compatible with a long life. 
Again, a patient with a harsh systolic murmur 


this continuous character, for the murmur ceases 
for a fraction of a second in these patients at the 
instant when the direction of the flow of blood 
through the incompetent valves is reversed. This 
continuous systolic and diastolic murmur is not 
present in all cases of patent ductus arteriosus, but 
is unmistakable when heard. 

There is one more method of examining cases 
ofc congenital heart disease that is often the most 
helpful, and that is by means of the ar-rays. The 
fluorescent screen is particularly useful here, because 
the patient can be turned about this way and that, 
and the heart's outline can be examined from 
behind, from the side, and from the front, in a 
number of vertical planes. Viewed with the -r-ray 
tube behind and the fluorescent screen in front, the 
outline of the normal heart's shadow shows portions 
of each of its six or seven most important parts 
—the two ventricles, the two auricles, the aorta, 
the pulmonary artery, and the superior vena cava. 
The .share each of these has in forming the outline 
is shown in this diagram (Fig. 4). With favourable 
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conditions of array illumination one can see on 
the screen the pulsations exhibited by these different 
parts at different periods of the cardiac cycle, and can 
form some estimate of the amplitude and character 
of the pulsation, as well as of the size and shape of 
each chamber of the heart and of the great vessels. 
Thus in the normal heart the right-hand margin of 
its shadow, formed by the right auricle, makes a 
small but definite movement inwards towards the 
middle line a fraction of a second before the 
systole of the ventricles can be seen to begin. 
That is to say, auricular systole can be seen to 
occur by use of the fluorescent screen, and to 
precede the systole of the ventricles, But in a few 
cases of congenital heart disease, those with a 
large defect in the interventricular septum and 
great enlargement of the right ventricle, this is 
not so. In these instances the right-hand margin 
of the heart is formed by the right ventricle, 
and not by the right auricle (Deneke), so that 
the ar-ray screen shows simultaneous contraction 
towards the middle line of both sides of the cardiac 
shadow when ventricular systole occurs. It is said 
that this sign is diagnostic of defect in the inter¬ 
ventricular septum (Groedel); it is absent in the 
milder cases. Again, the screen examination of 
the patient with patent ductus arteriosus (Case 1) 
showed the pulsating tumour formed by his ductus 
arteriosus or his pulmonary artery much more 
clearly and convincingly even than the skiagram 
I have handed round to you ; a family is quoted 
in the literature of this subject in which six 
brothers and sisters were proved by ar-ray examina¬ 
tion, in accordance with their other physical 
signs, to have patent ductuses (De la Camp). 

The prognosis in these mild and latent cases of 
congenital heart disease will naturally depend on a 
number of factors, the four chief being the exact 
nature of the lesion, the extent to which it has 
demanded compensation by hypertrophy of the 
heart, the occupation of the patient, and last, but 
not least, his temperament. These four considera¬ 
tions may be illustrated by the cases I have quoted 
to you. Thus in Case 1 there are two points 
making for a good prognosis : there is little hyper¬ 
trophy of the heart, so that it has a large reserve of ! 
power to fall back on, and the man has a seden¬ 
tary occupation in which he is not called upon to 
do heavy muscular work. But the other two points 
are less favourable: he has a forcibly pulsating artery 
with unduly thin and weak walls, prone to rupture 
and to further weakening by arterio-sclerosis ; and 
his temperament is against him because it leads 
him to indulge, against advice, in over-exertions 
like fifty-mile bicycle rides. In Case 2 there are 
again two favourable factors in the prognosis and 
two unfavourable; the patient's lesion is not of a 
progressive sort, and his temperament is more 
controlled and cautious—he has learnt to spare 
himself all violent bodily exertions. But his 


cardiac hypertrophy is considerable, so that the 
reserve power of his heart is not great, and his 
occupation entails the occasional lifting of heavy 
weights, and is not as sedentary as one would like. 
Case 3 had a latent but serious lesion—complete 
stenosis, of the aorta, causing aneurysm; he had 
a hypertrophied heart, with the result that his 
aortic blood-pressure must have been abnormally 
high, and so must have increased the tendency to 
rupture of his dilated thin-walled aorta, and his 
occupation was about as unsuitable as it could have 
been. 

Little remains to be said regarding the treatment 
of these cases. It is of the greatest importance 
that their occupation and the circumstances of 
their daily life should spare them heavy bodily 
work and undue physical exertion as far as 
possible. They must learn to cut their coats 
according to their cloth. And it must be remem- 
i bered that these patients are more prone than 
| normal people to attacks of acute endocarditis 
1 coming on the top of the congenital cardiac 
| disease from which they already suffer. Hence 
they should take all possible care to avoid chills 
and exposure to infections of every sort, colds, 
coughs, sore throats, rheumatism, the specific 
fevers—any infectious disease in fact that might 
possibly or probably be the starting-point of a bac- 
teriaemia and so of an endocarditis. In conclusion, 
a word may be said about prophylaxis. In many 
| cases, congenital heart disease is probably due to 
ill-health of the mother during the early months 
of pregnancy; hence, though the suggestion is 
Utopian, it should be worth while to protect her 
as far as possible from all injurious influences 
during this period, particularly if she should already 
have borne a child with a defective heart. 

References to the Literature. 

Cheminfau. —See Herxheimer. 

De la Camp. —‘Berlin, med. Wochens.,' 1903. 

Th. Deneke. —‘ Deutsch. Arch. f. klin. Med.,’ 
Leipzig, 1906,’ lxxxix, p. 39. 

A. E. Garrod. —‘St. Bartholomew's Hospital 
Reports,' London, 1894, xxx, p. 53. 

Th. and F. M. Groedel.— ‘ Deutsch. Arch. f. 
klin. Med.,' Leipzig, 1911, ciii, p. 413. 

G. Herxheimer. —In E. Schwalbe’s ‘Morpho¬ 
logic der Missbildungen,' Jena, 1910, Teil iii, 
Lief, iii, Abt. 2, Kap. 4. 

A. D. Hirschfelder. —‘ Diseases of the Heart 
and Aorta,' London, 1910. 

T. B. Peacock. —* On Malformations of the 
Human Heart,' London, 1858. 

J. B. S6nac. —‘Traite de la structure du Coeur,' 
Paris, 1749, Lib. i, Ch. viii, Sect. xiii. 

H. Vierordt. —“Die angeborenen Herzkrank- 
heiten,” ‘Nothnagel's Spec. Path, und Therapie,' 
Vienna, 1898, Bd. xv, Th. I, Abt ii. 

January 8 th, 1912. 



2I8 The Clinical Journal. 1 


DR. WYNTER. 


[Jan. 10, 1912. 


A CLINICAL DEMONSTRATION.* 

By W. ESSEX WYNTER, M.D., F.R.C.P., 
Physician to the Middlesex Hospital. 


Pericarditis . 

The patient, a domestic servant, was received 
into the Middlesex Hospital September ioth, 
1911, and was admitted to a surgical ward on 
account of pain referred to the upper abdomen, 
associated with complete suppression of abdominal 
respiration. As other features of disease in the 
abdomen were lacking no immediate steps were 
taken, and next day a pericardial friction-sound 
developed and she was removed to a medical 
ward. 

The patient had suffered from a bad cold for a 
fortnight, and for five days from pains in the feet, 
knees and shoulders, but she remained at work till 
the day before admission, when she experienced 
great pain in taking a deep breath, and ultimately 
in ordinary respiration, the pain ascending from the 
epigastrium to the throat. The temperature was 
103*6° F., pulse 104, respirations 32. 

In the surgical ward it was noted that the facial 
expression denoted serious illness. Abdominal 
respiration was not quite free, and ther§ were slight 
rigidity of recti, tenderness in epigastrium and right 
hypochondrium. 

A closer examination in the medical ward elicited 
the fact that the slight abdominal movement with 
respiration was reversed, the epigastrium sinking 
with inspiration instead of rising. 

Salicylates were given internally and applied 
locally with gradual improvement in the general 
condition. 

The heart’s apex-beat was in the normal position, 
and the sounds natural except for the systolic 
murmur (friction) heard above the nipple. There 
was no increased dulness in the prsecordia. 

On September 19th a screen examination 
showed that, with deep voluntary inspiration, move¬ 
ment of the diaphragm appeared about normal, 
but was very limited in ordinary breathing. The 
edge of the heart shadow could be seen pulsating 
all over, excluding any effusion. 

On September 25th a blood examination gave 
a full count with 100 per cent, haemoglobin. There 

# At the Polyclinic. 


were 11,500 leucocytes showing an excess of 
polymorphs. 

On October 6th, after getting up, a diastolic 
murmur was heard inside the left nipple and the 
heart’s apex was in the nipple line. 

On October 13th Sir James Kingston Fowler 
saw the case in consultation, and was of opinion 
that the basic systolic bruit was caused by friction 
about the left auricular appendix. There was no 
visible pulsation in the neck or other indication 
that the diastolic bruit was due to aortic regurgita¬ 
tion, so it was inferred that both sounds were due 
to pericardial friction. 

The condition of the heart and diaphragm is 
practically unchanged at the present time, though 
the general state has improved to such an extent 
that the patient is fit to be up, and able to appear 
here to-day. 

This case illustrates very fully the importance of 
observing the state of abdominal movement in 
view of pericarditis, both in regard to the early 
diagnosis of this condition, and the avoidance of 
| error in connection with supposed acute abdominal 
disease, for which it is not infrequently mistaken. 
Loss of abdominal respiratory movement is a 
constant accompaniment of pericarditis, preceding 
and surviving the friction-sound and affording a 
notable help in diagnosis. (Medical Section, 
Royal Society of Medicine, February, 1911.) 

Cardiectasis . 

This patient was admitted into Middlesex 
Hospital for palpitation and irregularity of the 
heart. 

There was no history of scarlet fever or rheu¬ 
matism but there had been winter cough, and two 
years ago “congestion ” of the lungs. The 
trouble extended four years back, when, being 
attended for influenza and bronchitis, the patient 
was told she was suffering from mitral disease. 

Up to that time she had been robust, doing 
ordinary house work and bringing up a family of 
two children. There had been one miscarriage 
at five months twenty-two years ago. 

Practically the heart trouble may be considered 
to have begun at the age of forty-six, with an attack 
of influenza. 

Physical examination disclosed a few fine crepita¬ 
tions over both lungs, which disappeared in a few 
days. The heart’s apex was well outside the nipple 



The Clinical Journal. ] 


DR. WYNTER. 


line, the impulse being abrupt and diffused over a 
large area. For some days the contractions were 
very irregular both in force and time, only about two 
thirds of the pulsations reaching the wrist. On 
auscultation the first sound was short and rather 
accentuated, being followed by a systolic murmur 
which was conducted into the axilla. 

Such a case might be dismissed as a very ordinary 
one of mitral regurgitation, without special regard 
to origin or prognosis. There are, however, some 
features in it which call for special comment. In 
the first place the absence of usual history of scarlet 
fever or rheumatism and the very late occurrence, 
of symptoms throw doubt on the presence of actual 
endocarditis, which is an affection of youth, the 
valvular deformity being closely associated with 
growth and development, and giving rise to trouble 
or limitation of activity early in life. 

In ordinary valvulitis with regurgitation, too, the 
murmur replaces the first sound, which is gradually 
lost as the disease progresses. For these reasons 
this case may be regarded as one commencing in 
middle life, when the heart was fully developed 
and grown to its normal size, and representing a 
primary dilatation with secondary regurgitation, 
rather than primary valvular deformity with re¬ 
gurgitation followed by dilatation and hypertrophy. 
On physical examination alone it was almost im¬ 
possible to distinguish between compound mitral 
disease due to valvulitis late in life and simple 
dilatation of the heart. Both present enlargement, 
irregularity, an accentuated first sound, and a sys¬ 
tolic murmur often associated with congestion of 
organs and general anasarca. Should any remnant 
of a presystolic murmur remain, it affords important 
evidence of primary valvulitis, but this is seldom 
the case after middle age, and the two pictures are 
practically identical. 

VVe have, then, only the early history to rely on 
in distinguishing between the two conditions, and 
this is not always distinct and trustworthy, but it 
is rare for the subject of adolescent valvulitis to 
escape ill-health till middle life, and there may be 
an account of a medical examination to assist in 
determining whether the trouble has been of long 
standing or not. 

The importance of discriminating between a 
case of long-standing valvulitis and one of com¬ 
paratively recent dilatation is this: When a com¬ 
pensated valve lesion begins to cause symptoms 
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by failure of this compensation, especially if this 
occurs spontaneously, recovery will only be partial 
and probably of short duration—fhe patient is 
already at the end of her tether, because the 
valvular deformity is a permanent condition and 
secondary failure of the myocardium is progressive. 
Whereas in simple dilatation of recent occurrence, 
which is common in women between fifty and sixty, 
recovery may be fairly complete and maintained, 
and such patients, after developing serious symp¬ 
toms of failure with oedema of legs, may live 
another twenty years in average health with the 
aid of a long rest and the exhibition of digitalis 
and strychnine. 

Graves's Disease . 

This young woman exhibited a very marked 
degree of Graves’s disease, the condition having 
ensued on the shock of a sudden death in the 
family early in the year. Exophthalmos and en¬ 
largement of the thyroid gland developed rapidly, 
giddiness, tremors, and palpitation occurring at 
the same time. Loud murmurs were audible over 
the thyroid and both eyes, and the four eye symp¬ 
toms were well marked. The skin was moist and 
pink, and both pulse and respiration were much 
more rapid than normal. Some improvement had 
occurred on thyroidectin in 5 gr. tabloids three 
times a day, and the application of suprarenal 
ointment over the thyroid at night. 

January 8 th, ig\ 2 . 


The Tongue Sign in Tetany.- -Schultze dis¬ 
cusses the muscular response to mechanical stimuli 
in tetany and gives an illustration of what he 
calls the tongue phenomenon—a deep groove that 
forms in the side of the tongue when it is tapped. 
Tapping on both sides of the tongue or on a 
spatula lifting up the tongue induces a waist-like 
constriction across the tongue. This tongue sign 
he found constantly in tetany in adults. He has 
also been impressed with the persistence of the 
muscular contraction in tetany after mechanical 
irritation of certain muscles. In a case of tetany 
developing three months after the removal of a 
goitre compressing the air-passages a human para¬ 
thyroid body was implanted in the abdominal wall, 
and a certain gradual but slight improvement was 
manifest for a time, but proved transient.— -Joiirti. 
A.M.A ., vol. lvii, No. 24. 
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THE DEATHS OF ENGLISH 
. KINGS. 

By JAMES RAE, M.A., M.D. 

( Continued from p. 208). 

Charles I (Son). 

Born November 19th, 1600 ; died (48) January 
30th, 1649, Whitehall; buried, Windsor. ( 

It is unnecessary to enter into any details of the | 
King’s execution. Bishop Juxon wrote an account 
of it. Much has been written in regard to the 
topography of the site. The coffin was opened in 
the presence of the Prince Regent on April 1st, j 
1813. Halford witnessed this and has left an j 
account of the proceeding. The face-clothes had ! 
taken a very clear impression of the features : the 1 
hair was a rich brown. A quantity of greenish ] 
liquid was present, apparently a mixture of enbalm- j 
ing fluids and blood. The fourth cervical vertebra 1 
had been cut cleanly through leaving a perfectly j 
smooth surface. The rest of the body was not 
included in the examination. The skill shown in 
the decapitation of the King is in marked contrast I 
to the method used for the Duke of Monmouth a 
generation later. 

Oliver Cromwell. 

Born April 25th, 1599 ; died (59) September 3rd, 
1658, Whitehall; buried , Westminster. 

He fell sick of a tertian fever which at first 
seemed not to signify much danger, but by degrees 
it grew upon him. . . . Upon Tuesday, 

31st August, finding himself in danger he named 
his son to succeed him. . . . Upon Friday 

the third of September at three of the clock in 
the afternoon he departed this life. — Baker j 
( Chronicle ). 1 

His Highness lay very ill of the gout and other I 
distempers contracted by the long sickness of my • 
Lady Elizabeth. ! 

[August 24th].—On Saturday morning he fell I 
into a fit of an ague, and by its course ever since it 
appears to be a tertian. The fits are long and ! 
somewhat sharp, but yet the last was not so bad as I 
the former. 

[August 27th].—His fit upon the Tuesday night ^ 
was somewhat more favourable : the good interval I 
after it gave great hopes that his ague was very j 
much on the decrease. 


[August 30th].—It continued a good while to be 
a tertian ague and the burning fits very violent: 
upon Saturday it fell to a double tertian having 
two fits in twenty-four hours, one upon the heels 
of the other, and since Saturday morning he had 
scarcely been perfectly out of his fits. 

[September 4th].—He died yesterday (Friday) 
about four of the clock in the afternoon.— Thurloe 
(State Papers). 

Post-mortem examination. —In the animal parts 
the brain seemed over-charged; in the vital, the 
lungs a little inflamed ; but in the natural the 
source of the distemper appeared, the spleen 
though sound to the eye being a mass of disease 
and filled with matter like the lees of oil.— Dr. 
Bates (quoted by Halford). 

The first fit occurred on August 21st, and others 
followed on 23rd, on the night 24th-2 5th, and on 
the 27th. Another fit on the 28th may have been 
due to a quartan attack, recurring on August 31st 
and on September 3rd. Tertian attacks would 
have occurred on August 29th and 31st and 
September 2nd. Apparently there was a haemor¬ 
rhage in the substance of the spleen going on to 
suppuration and abscess. In my introduction I 
have referred more fully to Whitehall as a resi¬ 
dence. 

Richard Cromwell (Son). 

Born October 4th, 1626; died (85) July 12th, 
1712, Cheshunt; buried , Hursley. 

I have found a description of the house in which 
Richard Cromwell died and of the conveyance of 
his body from Cheshunt to Hursley, but no hint 
as to the nature-of his last illness. He seems to 
have had good health, and is described as riding 
to hounds after he was eighty years old. His 
advanced age is sufficient explanation of his death. 
His grave is covered with flagstones in the nave 
of Hursley Church, five miles from Winchester, but 
the exact site is unknown. The verger informed 
me that the coffin has been moved from its original 
place. The only memorial of the last Protector is 
his mention on the wall tablet above his daughters 
grave. 

Charles II (Son of Charles J). 

Born May 29th, 1630; died (54) February 6th, 
1685, Whitehall; buried , Westminster. 
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On Monday, being the 2nd February, the King 
rose early, saying he had not slept well the last 
night, and about seven o’clock coming from his 
private devotions out of his closet, fell down (with 
scarce any sign of life remaining in him for the 
space of four hours) of a fit of an apoplexy ; but 
with the loss of sixteen ounces of blood and other 
applications came again to his senses, and great 
hopes were entertained of his recovery till Thurs¬ 
day one o’clock, so that at five, the doctors being 
come before the Council, declared the King was 
in great danger, and on Friday a' quarter before 
twelve, he departed this life.— Somers' Tracts , viii 
(1812). 

The King had been in his later years surprised 
with some fits of an apoplexy from which tho’ he 
had been recovered by proper means yet it was 
much feared that at some time or other such fits 
might be fatal. And so it proved. For on Monday 
the 2nd February, 1685, he was seized at his palace 
of Whitehall with a violent fit between seven and 
eight in the morning by which his speech and 
senses were for some time taken from him, but 
upon the immediate application of remedies he 
returned to such a condition as gave some hopes 
of his recovery, till Wednesday night, at which 
time the disease returning upon him with greater 
violence he prepared for death in a most pious and 
Christian manner . . . having his senses entire 
and his speech perfect till about an hour before his 
departure which was between eleven and twelve on 
Friday morning, the 6th day of February .—Baker 
( Chronicle ). 

All this winter [1684-5] the King looked better 
than he had done for many years. He had a 
humour in his leg which looked like the beginning 
of the gout, so that for some weeks he could not 
walk. . . . On 1st February being a Sunday he : 
eat little all day and came to lady Portsmouth at 
night and called for a porringer of spoon-meat. 
It was made too strong for his stomach, so he eat 
little of it, and he had an unquiet night. In the 
morning one Dr. King came to wait on him. All 
the King’s discourse to him was so broken that he 
could not understand what he meant; and the 
doctor concluded he was under some great disorder 
either in his mind or in his body. . . . He was 
scarce come in [a few minutes later the King having 
sent him out] when the King who seemed all the 
while to be in great confusion fell down of a 


sudden in a fit like an apoplexy ; he looked black 
and his eyes turned in his head. The physician 
let his blood and the King came out of that fit. 

. . . On Thursday a second fit returned. The 

King suffered much inwardly and said he was 
burnt up within; of which he complained often 
but with great decency. . . . He continued in 

the agony till Friday at eleven o’clock being the 
sixth of February. When his body was opened 
the physicians . . . plainly discerned two or 

three blue spots on the outside of his stomach. 

. . . Le Fevre . . . saw a blackness in the 

shoulder upon which he made an incision and saw 
it was all mortified ... So many of the small 
veins of the brain were burst that the brain was in 
a great disorder, and no judgment could be made 
concerning it.— Gilbert Burnet . 

I went to London hearing his Majesty had been 
the Monday before [2nd February] surprised in his 
bed chamber with an apoplectic fit, so that if by 
God’s providence Dr. King (that excellent chirur- 
geon as well as physician) had not been accidentally 
present to let him blood his Majesty had certainly 
died at that moment. . . . This [bleeding] 

rescued his Majesty for the instant but it was only 
a short reprieve. He still complained and was 
relapsing, often fainting, with sometimes epileptic 
symptoms, till Wednesday for which he was cupped, 
let blood in both jugulars, had both vomit and 
purges which so relieved him that on Thursday 
hopes of recovery were signified in the public 
gazette, but that day about noon the physicians 
thought him feverish; this they seemed glad of as 
being more easily allayed and methodically dealt 
with than his former fits, so as they prescribed the 
famous Jesuit’s powder, but it made him worse. 
Thus he passed Thursday night with great difficulty; 
when complaining of a pain in his side they drew 
12 oz. more of blood from him, this was by six in the 
morning on Friday, and it gave him relief but it did 
not continue for being now in much pain and 
struggling for breath, he lay, dozing ; and after some 
conflicts, the physicians despairing he gave up the 
ghost at half an hour after eleven in the morning.— 
John Evelyn (. Diary ). 

After he was abed [1st February] he was over¬ 
heard to groan most part of the night, and both 
then and next morning before he fell into the fit 
he complained first of a heavy oppression in his 
stomach and about his heart, and afterwards of a 
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sharp pain in those parts, all which symptoms had 
but little relation to an apoplexy. That morning, 
there appeared to everybody about him a ghastliness 
and paleness in his looks; and when he sat down 
to be shaved just before the fit took him, he could 
not sit straight as he used to do, but continued in 
a stooping posture with his hands upon his 
stomach till the fit came. After he had been 
brought out of it by opening a vein, he complained 
of a racking pain in his stomach and of no 
indisposition anywhere else: and during the whole 
time of his sickness and even when he seemed 
most insensible he was observed to lay his hand 
upon his stomach in a moaning posture and con¬ 
tinued so till his death; and so violent was the 
pain that when all hopes were gone, the physicians 
were desired to use all their art to procure him an 
easy death. . . . His body stunk so extremely 

within a few hours after his' death notwithstanding 
the coldness of the season that the people about 
him were very much offended with the smell. 

Its knOwn he had been once or twice attacked 
before with fits that much resembled those of which 
he afterwards died : and yet as the manner of them 
is told, they look rather to have been a convulsive 
motion than an apoplexy, seeing they were attended 
with violent contortions of his face and convulsions 
of his whole body and limbs. This is the more 
confirmed by a passage that happened during the 
heat of the Popish Plot. King Charles had some | 
secret matters to manage at that time by the means | 
of a Popish priest then beyond sea whom he 
ordered to be privately sent for. . . . The 

King and the priest were a considerable time 
together alone in the closet. At last the priest 
came out with all the marks of fright and astonish¬ 
ment in his face, and told the gentlemen . . . 1 

his Majesty was suddenly seized with a fit accom¬ 
panied with violent convulsions of his body and con- : 
tortions of his face which lasted for some moments ; 
and when he was going to call out for help the 
King held him by force till it was all over, and 
then bid him not to be afraid for he had been 
troubled with the like before. 

He had for some time an issue in his leg which 
run much and consequently must have made a 
great revulsion from his head; upon which 
account its probable it was made. A few weeks 
before his death he had let it be dried up con¬ 
trary to the advice of his physicians who told him 


that it would prejudice his health. Their prog¬ 
nostic was partly true in this, that there came a 
painful tumour upon the place where the issue had 
been, which proved very obstinate and was not 
thoroughly healed up when he died.— Life of 
Charles II {Ed. 1706). 

Post-mortem examination .—On the surface of 
the brain the veins and arteries were unduly full. 
All the cerebral ventricles were filled with a kind of 
serous matter and the substance of the brain itself 
was quite soaked with similar fluid. On the right 
side the lungs and pleura were firmly adherent to 
the chest wall, but on the left side they "were quite 
free as Nature has ordained they should be in 
health. No fault whatever could be found with 
the substance of the lungs, but they were charged 
with blood. The heart was large and firm and 
quite free from malformation in every part. In 
the depths of the belly there was nothing unnatural 
except that the liver was inclined to be livid in 
colour perhaps because of the abundance of blood 
in it; with winch the kidneys and spleen were 
also engorged.— Sir Charles Scarburgh {quoted by 
Crawfurd). 

Any consideration of this king’s death must start 
from the nature of his life. His habits are well 
enough known to render superfluous any disquisi¬ 
tion on them. He “lived hard,” and died at the 
early age of fifty-four. For some time.before his 
death he had been in poor health. In 1678 he had 
attacks of a convulsive disorder similar to that from 
which he died. Dr. Crawfurd mentions that he 
had fits, and brings forward evidence which incon¬ 
testably proves that fits ..which Charles had in 
August, 1679, were due to ague. But the Popish 
Plot rumour was publicly spread on September 
28th, 1678, by Oates being brought before the 
Council. It seems to me, therefore, too great an 
assumption to state that Charles never had convul¬ 
sive attacks until his last illness. The ‘Life’ 
states that the King himself said he was liable to 
them. By way of preliminary to deciding the 
cause of the death one may exclude poisoning, in 
spite of the reported anxiety to prevent the viscera 
being examined. The black area on the shoulder 
which Le Fevre incised was probably hemorrhage 
due to the energetic cupping. The facts are these : 
Charles had been liable to convulsive attacks for 
some years; on Sunday, February 1st, he seemed 
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pale and ill, sleeping little. Next morning his 
speech was confused, and suddenly (in point of 
fact as he was about to be shaved) he became un¬ 
conscious. Bleeding restored him, but for two 
days coma alternated with convulsions. Drastic 
remedies were applied, and on the Thursday he 
was somewhat better. He passed a bad night and 
grew worse, until he died about 11.30 a.m. When 
the body was examined the superficial cerebral 
vessels were found to be ruptured, the ventricles 
full of serous fluid, the brain substance cedematous 
and in great disorder; the heart was hypertrophied, 
and the kidneys, liver, and spleen engorged. 

The condition of the brain at once suggests the 
expression ,c serous apoplexy,” the equivalent of the 
modern “uraemia.” That this was the cause of 
death (Dr. Crawfurd reached the same conclusion) 
there can be little doubt. The habits of the King, 
his suffering from gout, and the condition of the 
kidney point to a chronic interstitial nephritis. 
The severe pain in the stomach is more difficult to 
explain ; the small ecchymoses on the stomach-wall 
might be explained by the vomiting, but the possi¬ 
bility of this being uraemic is obscured by the course 
of emetics which was administered. Burnet states 
that the stomach and intestines were thrown out, 
and some days later were seen lying in a gutter in 
the courtyard of the Palace. 

James II {Brother). 

Born October 15th, 1633; died ( 57 ) September 
16th, 1701, St. Germains; buried, St. Germains. 

In the opening of this year [1701] he had been 
so near death that it was generally thought the 
decline of it would carry him off. He went to 
Bourbon, but had no benefit by the waters there ; 
in the beginning of September he fell into such fits 
that it was concluded he could not Jive many days. 
King Tames died on the 6th day of September.— 
Gilbert Burnet . 

On September 4th O.S., he fell into a lethargy 
at St. Germains and was thought to be imme¬ 
diately dead : but he recovered some part of his 
senses and lay in maze and confusion till Saturday 
6th September when he expired between three and 
four o’clock that afternoon.— Life of William HI 
(. Ed . 1706). 

On Friday the second of this instant Septem¬ 
ber [1701] His Majesty being at chapel on his 
knees fainted away, which some of his servants 


perceiving, supported him from falling, put him. 
into his chair and carried him to his lodgings, 
where after an hour’s time he came pretty well to 
himself again; eat heartily, continued so sleeping 
and dozing till Sunday (by intervals speaking to 
those about him) when about half an hour past 
two in the afternoon on a sudden he was taken 
so ill that he could not speak by reason of an 
imposthumation breaking within him, and Nature 
endeavouring to discharge it he was almost suffo¬ 
cated. ... By bleeding and other proper 
remedies a considerable quantity of that corrupt 
matter passed both ways, Sunday, Monday and 
Tuesday, but none on Wednesday or Thursday. 
He slept well that night; on Friday was better, 
only he had an intermitting fever which left him 
that night; he continued so till about eleven 
o’clock Sunday night when the physicians observed 
a lethargy in him and fearing he might die in 
that condition they applied the blistering plaister 
betwixt his shoulders with good effect. Yet a 
disposition to doze and sleep continuing in him 
they applied those plaisters to his ankles, after¬ 
wards to his head but without success. In this 
condition his Majesty continued till Monday night 
when everybody thought he was departing ; but 
the physicians giving him somewhat inwardly he 
presently began to discharge' both ways, then 
rested till near five next morning. Awaking, he 
spoke to the curate of the parish (who watched by 
him) to give him the Sacrament which he did 
accordingly; at which time he • forgave several 
persons by name. . . . From that time the 

physicians resolved to apply no further remedies 
but to leave his Majesty to the Will of Almighty 
God. The King of France came to see his 
Majesty but he was speechless. . . . After 

some time his Majesty came to himself again, and 
on Friday the 17th inst., about three in the after¬ 
noon the King died. When the King first fainted 
in the chapel when he first fell ill ’twas on Good 
Friday on singing the anthem—the two first verses 
of the last chapter of the Lamentations which was 
so touching and made such an impression on his 
Majesty that he never perfectly recovered it, altho’ 
he went to the waters of Bourbon.— Somerd Tracts 
tv, 80 {Ed. 1748). 

On 4th March he fainted away, but that day 
sevennight being seized again with a paralytic fit in 
the morning as he was dressing it so affected one 
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•side that he had difficulty to walk and lost the use 
of his right hand, but after blistering he walked 
fairly well. . . . On 13th July he had another 

fit. . . . On 2nd September he was seized 

again and falling into another fit two days later was 
for some time without life or motiort till his mouth 
being forced open he vomited a great quantity of 
blood. . . . The doctors gave him the jkin- 

kinna and blistered him in several places which 
gave him great torment. The next day he (con¬ 
tinued lethargic and two days later grew rriuch 
weaker, was taken with continual convulsion^; or 
shaking in the hands, and the day following bsing 
Friday 16th September about three in the afterrjoon j 
he died.— J. S ’. Clarke (Life of James II). 

From sources other than those quoted one I 
gathers information which is of service in consider¬ 
ing James’s death. Wraxall in his entertaining 
‘ Memoirs ’—which are a too little known minp of 
recondite information in modern European hisiory ! 
—gives a broad hint that James had syphilis, wjiich ! 
he contracted from Anne, afterwards Countesfc of j 
Southesk, one of the mistresses of his younger 
days. The arterial condition which would result 
from this is indicated by Reresby in his ‘ Travels 
and Memoirs/ According to the latter, when 
James was at Salisbury in November, 1688} he 
suffered from severe epistaxis, which was violent 
for three or four days. This occurrence was 
salutary in two ways: it kept the King from making 
a journey which was counted on by some of his 
retinue, who had arranged to lead him into an 
ambush, and in all likelihood it warded off an attack 
of cerebral haemorrhage. Reresby is corroborated 
by Burnet and by Clarke, whose book is of excep¬ 
tional value, as it incorporates the King’s auto¬ 
biography and the papers which he and Queen 
Mary wrote while in residence at the convent of 
Chaillot. Clarke states that in moments of great 
emotional strain James used to have severe epi¬ 
staxis. 

One can readily understand how aculeate were 
the words which raised such a tumult in the King’s 
mind that he fainted.* It is evident that the 
lenticulo-striate artery yielded. He went to 
Bourbon as the waters there had a reputation for 

# “ Remember, O Lord, what is come upon us; consider 
and behold our reproach. Our inheritance is turned to 
strangers, our houses to aliens.’’ 


the cure of paralytic affections and the gout. His 
visit lasted about seven weeks, during which time 
he was tended in the most devoted way by his 
wife. On his return he was able to walk, but 
dragged his foot. In the middle of July he had a 
third attack, which apparently did not make his 
condition much worse. But on September 2nd the 
Mass again contained the words which had affected 
him so acutely six months before. Another attack was 
caused, and a fifth followed two days later. Vomit¬ 
ing and purging continued for three days, and for 
an equal period he seemed better, save for some 
! pyrexia, probably due to the cerebral lesion. The 
“vomiting” of blood may have been from laceration 
of his mouth by attempts to open it. A week after 
his last fit he became lethargic and was roused 
only temporarily. At this time he became speech¬ 
less, two days later tremors appeared, probably due 
to post-hemiplegic chorea, and in the afternoon 
following he died. The course of his last illness is 
thus fairly well established, his death being due to 
cerebral haemorrhage resulting from syphilitic en¬ 
darteritis. 

(To be continued.) 
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Transplantation of Articulating Surfaces 
of Joints. —Klapp thinks that the interposition 
of soft parts to prevent or cure ankylosis is not 
logical. The aim should be to imitate Nature and 
strive to retain the actual joint, although possibly 
reducing it to its simplest forms. He has been 
studying the subject for the last four years, and 
reports several cases showing excellent results from 
treatment of stiff joints on this principle. The 
most frequent indication for the procedure is a 
flexion fracture of the humerus above the condyle, 
leaving complete ankylosis. The broken-off bone 
is dug out of the callus and all the latter and ossi¬ 
fying tissue are removed, cleaning out the joint 
completely. Then the articulating surfaces are 
resected to provide less complicated conditions, 
and the # broken-off tip is replaced on the articulat¬ 
ing Surface and is held in place by sufure material 
passed through holes drilled in the bone. The 
tip of the other articulating long bone is then 
resected to provide simpler conditions for the 
modified joint. Some cases are illustrated to 
show the technique and excellent outcome after 
such operations on elbow and shoulder .—Jourru 
A.M.A ., vol. lvii, No. 24. 
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A LECTURE 

i ’ on 

| THE NATURE OF HYSTERIA.* 

! By W. H. B. STODDART, M.D., F.R.C.P., 

Superintendent of Bethlem Royal Hospital. 

I - 

| There is a necessity nowadays to preface remarks 
on hysteria by saying exactly what one means by 
| it, because the name is given to almost any mental 
disease, usually, I think, with the intent of allaying 
nervousness by stating matters as mildly as possible 
I, when a patient is suffering from .insanity; but I 
I fear that it is very often from ignorance. There¬ 
fore it is necessary to preface what I have to say 
by mentioning what the disease is. 

Hysteria is a nervous disease of functional origin ; 

' it has no morbid anatomy and is never likely to 
I have any. It is characterised by somatic symptoms, 

! that is to say that somatic symptoms are its chief 
characteristic. Melancholia shows somatic sym¬ 
ptoms, but it is not characterised by them. Melan¬ 
cholia is characterised by depression and certain 
other mental symptoms, such as incapacity for atten¬ 
tion, loss of emotional reaction, etc. The somatic 
symptoms of hysteria to which I refer are (1) 
convulsions. The convulsions of hysteria are 
characteristic. The patient falls to the ground 
without hurting himself, loses consciousness, and 
usually is thrown into the attitude of opistho¬ 
tonos, resting on his head and heels. The fit may 
conclude at that stage. Sometimes, however, 
the opisthotonos recurs spasmodically, so that the 
patient is thrown up from the bed in a series of 
jerks, the “ grandes mouvements ” of Charcot. 
Then there ensue in some cases, not very much in 
this country and not nowadays so much in France 
as formerly, histrionic attitudes. (2) Hysterical 
patients may suffer from paralyses of various parts 
of the body : an arm is paralysed or both legs, or 

* Delivered at the Polyclinic. 
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all four limbs. This is a peculiar form of paralysis continue to test a hysterical patient for this 


in that sometimes the patient can move the limb 
when he looks at it, but he cannot when he does 
not look at it (Lasegue's symptom). It is note¬ 
worthy that monoplegias are commonly hysterical. 
(3) Patients have tremors of various kinds. The ! 
hysterical tremor is rather gross, sometimes 
amounting to jumpy limbs or choreiform movements 
of one arm or the whole side of the body or both 
limbs and even the tongue. (4) There is a 
hysterical form of hemiplegia. (5) In old-standing 
cases there may be contractures, the patient 
suffering in a paralysed limb from a form of 
rigidity that cannot passively be overcome except 
by exerting great force. In one case of this kind 
I have seen joint changes; the patient had 
remained for seventeen years in practically one 
attitude and she had adhesions of her joints which 
had to be broken down under an anaesthetic. (6) 
Astasia-abasia is an hysterical symptom ; patients 
suffering from this can move their legs perfectly 
well in bed, but are unable to stand or walk. 
(7) There are various forms of loss of sensation. 
The anaesthesia sometimes takes the hemiplegic 
type, the patient being anaesthetic on one side of 
the body. Usually it is on the left side in a right- 
handed person and on the right side in a left- 
handed person. One distinctive feature of the 
anaesthesia is that it is limited by a straight line, 
the line of demarcation being straight round a 
limb—“stocking and glove anaesthesia” as it is 
called—or straight down the centre of the body. 
Another peculiarity is this: that apparently the 
patient is capable of feeling in the anaesthetic parts 
in some subconscious sort of way, as is exhibited by 
Janet's sign. This is that, if you examine a hemian- 
aesthetic patient by telling him to say “Yes” when he 
is touched and “ No ” when he is not, he will some¬ 
times say “No” when you touch him on the anaes¬ 
thetic side. If you ask him how he can account for 
this paradox, he is unable to explain it. He says 
he did not feel it and does not know why he 
answered. In such an examination the patient 
should be blindfolded. (8) There may be visual 
disturbances in hysteria, such as blindness in one 
eye, or hemianopia, the patient being unable 
to see to one side. A contracted visual field is 
a common symptom of hysteria, the patient 
sometimes being able to see only those objects 
whose images fall on the . macula. If you 


symptom for the first time with the perimeter, 
repeatedly rotating the arm of the instrument, you 
will find that the field gradually contracts, so that 
the ultimate form of the chart is a gradually 
diminishing spiral (helicoid visual field). Unin¬ 
tentionally a suggestion is # given that the field is 
becoming smaller, and this suggestion influences 
the patient's vision so that at last the field is 
reduced to a pin-point. (9) There are certain 
forms of pain and tenderness which are hysterical, 
and there are also seats of election of this pain and 
tenderness. These are the sub-mammary and 
ovarian regions, usually on the left side, the supra¬ 
orbital nerves, and certain vertebral spines, usually 
the seventh and twelfth. There may be tenderness 
of the hip-joint (hysterical hip). (10) Aphonia is a 
form of paralysis; and stammering, grunting and 
other curious noises may occur. (11) There is also 
aerophagy or the swallowing of air. Aerophagy 
may give rise to a curious cough from the 
j oesophagus; when once you have heard it you 
cannot mistake it. (12) There are hysterical 
j forms of hiccough, sneezing and yawning, the 
chief characteristic of these being their persistence ; 
the patient may sneeze or yawn for weeks together. 
(13) There is also a hysterical form of retention 
of urine. 

The obvious mental symptoms are a craving for 
sympathy and a form of loss of niemory (amnesia), 
which has this characteristic, that the patient 
forgets a certain series of incidents in his life and 
that there are therefore gaps in his memory, 
(mental scotomata). These gaps are rather 
important, as you will see when we consider the 
various theories of hysteria. 

There are three chief theories of hysteria at the 
present time. The first is that of Babinski, the 
second that of Janet, and the third by Freud. 
There are many other theories which one may 
have to refer to, but the three which I mention 
have received wide-spread recognition. 

The Babinski theory is that “ hysteria is a 
peculiar psychical state capable of giving rise to 
certain disturbances of its own. It manifests itself 
chiefly by primary symptoms and also by secondary 
or accessory symptoms. The former can, by 
suggestion, be produced with rigorous exactitude 
in certain subjects, and can be made to disappear 
under the sole influence of persuasion. The 




The Clinic*! Journal. ] 


DR. STODDART. 


[ Jan. 17, 1912. 22J 


secondary symptoms are strictly subordinated to the 
primary ones.” The primary ones are those which 
we shall discuss to-day. By secondary symptoms 
are meant such symptoms as skin rashes, which 
may be produced by the patient rubbing in 
irritating substances, and atrophies from disuse ; 
for instance, the patient may have a paralysed arm 
and the muscles of that arm may atrophy. The 
adhesions in the case which I mentioned just now 
would be secondary symptoms; so also are bed¬ 
sores. According to this view hysteria is regarded 
as a kind of hypnotic state in which the various 
symptoms are suggested to the patient. 

Taking the various symptoms that we have 
discussed we will first consider convulsions. The 
primary reason for a convulsion is rather difficult 
to see from this point of view. What suggestion is it 
which produces or induces the convulsion ? When 
you come to think of it, hysterical convulsions are I 
rather liable to occur in awkward situations. When 
it is being driven home to a patient that a certain 
symptom has a simulation of malingering, the 
patient is very liable to have a convulsion; such an 
event disturbs the train of thought of the onlookers 
and it is a suitable occasion for the patient to have & 
convulsion. 

In considering the paralyses, one has to investigate 
the history of the case to discover the suggestion 
for paralysis in a particular limb, and you will find 
this kind of incident. A driver of a car gets 
thrown off his dickey and falls on one arm. There 
is no fracture and no damage to the nerve-trunks, 
the brachial plexus or the muscles, but there is a 
little bruising of the skin and perhaps of the 
muscles, and the patient is unable to move his arm 
much for the time being, because it aches. But 
for six months afterwards, long after the bruising 
has subsided, he cannot move his arm. There is 
a suggestion that something has been done to the 
arm to paralyse it. In some cases it is difficult to 
see wherein the relation of the symptom to the 
suggestion lies. I know a patient, for instance, 
who on two or three occasions has suffered from 
hysterical aphonia, and on each occasion it has 
been caused by loss of money. The first instance 
was when he lost ^1500 on the Stock Exchange 
and he lost his voice at the same time, although 
there was an important public meeting at which 
he had to speak that night. Another occasion was 
when he was' away on holiday and lost a much 


smaller sum, about ^20 which he had with him, 
but it placed him in very awkward circumstances 
and he again lost his voice. It is difficult to see 
where theconnection comes in—why a man because 
he has lost his money should lose his voice also. 

Choreic movements of the limbs may arise from 
suggestions of the same character as that in which 
the patient’s arm was paralysed after it was 
struck. 

You will notice that Babinski excludes from 
the category of hysterical symptoms all those 
which are not produced by suggestion, and conse¬ 
quently he excludes such symptoms as fever, oedema, 
primary rashes and polyuria. Such symptoms are 
very difficult to produce by suggestion. No one 
by taking thought can raise his own temperature or 
produce oedema of a limb. And herein lies a 
certain objection to this theory ; for there seem to 
have been some undoubted cases of hysteria which 
could not be produced by suggestion. I remember 
a case of hysterical peritonitis. A child of eleven 
was admitted to the National Hospital with para¬ 
lysis of both limbs, a swollen, tender abdomen, and 
a temperature of about ioo° F. At first I suspected 
tubercular peritonitis, although the paraplegia was 
recognised to be hysterical. That was treated 
medically, by rubbing in iodoform ointments, etc., 
but as no amelioration occurred the possibility, of 
hysterical peritonitis was mooted, and the child was 
sent to play with other children in the children's 
ward. The signs of peritonitis soon disappeared, 
as did also the paralysis of the limbs, and the child 
recovered perfectly. Here we had a condition 
which could scarcely have been produced by 
suggestion, so far as one knows. Dr. Purves 
Stewart reports a case of hysterical appendicitis. 
Certain cases of apparently undoubted hysterical 
oedema have been reported from time to time, 
Raymond has published a case of hysterical oedema 
in one leg, which was cured by the patient 
receiving a legacy. Perhaps the treatment might be 
regarded as a form of persuasion, but the symptom 
is one which, so far as we know, cannot be produced 
by suggestion. One argument in favour of this 
view that hysterical symptoms are cured by per¬ 
suasion is that various other authors have brought 
forward theories (Sollier, Dubois, Charcot, Oppen- 
heim and others), who say that, since they have 
recognised that hysteria is of the particular nature 
which they have described, they have been able 
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to cure the patients quite easily ; that is to say, that 
the physician has had such conviction of his own 
theory being true that he has been able to carry 
that conviction to the patient and has thus been 
able to effect a cure. Babinski says the same 
thing, viz. that since he recognised that hysteria is 
due to suggestion, he has been able to cure it 
straightway, provided that the patient has not been 
taught symptoms by other physicians. Babinski 
states that the hemianaesthesia which is frequently 
met with in hysteria is put there by the physicians 
who have previously examined the patient. A 
physician asks the patient, “ On which side do you 
feel better?” This suggests that the patient 
should feel more on one side than on the other, 
and he is at once ready to comply with the sugges¬ 
tion 

Janet conceives hysteria to be “a form of mental 
depression characterised by retraction of the field 
of personal consciousness, and a tendency to 
dissociation and emancipation of the systems of 
ideas and functions that constitute personality. 
Hence there is a tendency to complete division of 
the personality, and subconscious mental conditions 
grow and form a kind of second personality.” This 
view is that the patient is in a state of absent- , 
mindedness, a sort of amnesia. On this hypothesis 
the convulsions are explained in this way: that 
there is a retraction of the field of consciousness, ] 
the patient’s consciousness not spreading over 
the whole of his experience as with most of us. 
There is a kind of mental scotoma: a certain j 
piece of his experience has become blotted out. ! 
When the patient suffers from hysterical convul- ! 
sions, he has loss of consciousness for the time | 
being, while that particular part of his consciousness 
which has become forgotten rises into con¬ 
sciousness; and Janet states that the particular 
incident which is remembered gives the foundation 
for the convulsion. To take an example. A 
soldier had some shock when he was drilling a 
squad of men, such as was sufficient to produce 
nervous disorder. Subsequently, when he suffered 
from hysterical convulsions, he remembered this 
particular incident above all others and went 
through the drill again during the histrionic stage; 
but if spoken to about the incident when he was 
well, he remembered nothing about it. There was 
retraction of the field of personal consciousness to I 
this extent, that he had forgotten the particular ! 


incident associated with drilling the squad of men, 

| but when he had a convulsion the personal con¬ 
sciousness disappeared and this particular piece of 
| subconsciousness arose into consciousness. Janet 
regards a monoplegia in this light:—that the 
patient, so to speak, forgets that he has that limb; 
he is incapable of taking in the entire content of his 
body, so that the limb is left out of consideration; 
or he is absent-minded enough to forget that he 
1 has sensation on one side of his body. That such 
hemianesthesia is purely ideational is very well 
illustrated by a patient who could not feel on his 
left side, and if his right hand were passed behind 
his head so that the fingers reached over to the left 
side, the tips of the fingers of the right hand became 
anaesthetic as soon as they passed to the left side. 

lastly there is the theory of Freud. Freud also 
regards hysteria as being, purely psychical, but in 
order to understand his theory a few’ terms require 
explanation. First, “ a complex.” This is a system 
of ideas having one emotional conative trend. To 
take the best example : a youth who is in love with 
a certain girl. Many incidents of his life direct his 
attention to the thought that he is in love with this 
girl and anxious to marry her; he is anxious to 
possess her for his wife. It may be that when he 
is at his office he may think, “ I am working 
to save up enough money to marry, etc.” The 
particular nucleus, as it w T ere, of the complex may 
thus have very far-reaching systems of ideas ; the 
idea of work at the office becomes associated with the 
idea of marrying the girl. All the systems of ideas 
together which bear on the particular emotional 
trend form altogether a complex. “ A conflict.” 
By a conflict one means that there are two systems 
of ideas which come into conflict with one another. 
For example, a womanfallsin lovewitha certain man. 
There you have a complex. But subsequently she 
finds that this man is already married, and the idea 
occurs to her that she ought to get the other woman 
out of the way. There you have two systems of ideas 
—two complexes coming into conflict with one 
another; the one complex that she wishes to marry 
the man, and the other that she wants the other 
woman out of the way. This is a “conflict” of 
“ complexes.” If she is a neurotic person, she 
represses the second series of thoughts into sub¬ 
consciousness. She will not admit to herself that 
any such idea came into her head as to do away 
with the other woman. This is what Freud calls 
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“ repression by censure.” She tries to forget, and 
in a neurotic person apparently it is possible for 
this loss of memory to take place; so that she does 
not know she ever thought anything of the kind. 
In a case of that sort it is said that the particular 
wish which is forgotten acts in subconsciousness 
as an irritating body, and that this acts in the 
same way on the mind as a thorn does in the 
flesh. By a process of psycho-analysis, which we 
cannot discuss to-day, it is possible to remove this 
irritating thought from the mind in the same way 
as it is possible to remove a thorn from the flesh. 
In hysteria what takes place is* this; that when a 
person has a thought of that kind, one woman 
wanting to do away with another, there is a strong 
emotion attached, such as fear. And Freud’s 
theory is that, the incident being forgotten, there 
is so much free emotion floating about in the 
person’s consciousness that it may become attached 
to other incidents. That is to say a person may 
go to a great height and stand on the top of a cliff 
and has a fear of being there, has a fear of crossing 
the road or an open space, a fear of enclosed space, 
etc. This would be a case of psychasthenia. 
What happens in hysteria is what Freud calls 
44 conversion of the affect,” that is to say that the 
emotion becomes attached to some somatic thought 
—some idea in connection with a part of the body. 
Take as an example one of Freud’s best cases. 
There was a young lady who had a hysterical pain 
in one thigh. Freud, by a process of psycho-analysis, 
came upon the following incident which had 
been repressed and forgotten. The lady had an 
invalid father whom she used to attend and nurse. 
She became attached to a young man, with whom 
she went for walks whenever she could leave her 
invalid father. And the idea of leaving her father 
in this way apparently got on her nerves, and she 
felt that she should not go out to enjoy herself 
when she ought to have been nursing him. What 
she did to a large extent while nursing him was to 
rest his cedematous leg upon her thigh. The con¬ 
version of the affect was this : that when the wish to 
nurse her father was repressed, she had pain in 
that thigh. 44 Symbolisation ” is also noteworthy. 
Freud gives this instance : a lady suffered from 
hysterical neuralgia—pain on one side of the face. 
By psycho-analysis Freud concluded that the origin 
of this was an insult offered to her by her husband. 
The insult was symbolised into a slap in the face from 
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her husband, and from that moment she developed 
this neuralgia. The important aspect of this 
1 theory is that, by finding out what the particular 
psychic trauma or mental wound is, you can cure 
I the patient. When Freud found and explained to 
the patient that the pain in the thigh was asso¬ 
ciated with the nursing of her father’s leg and 
explained it to her, the pain disappeared. And 
when it was explained to the other patient that the 
1 neuralgia arose from an ideational slap in the face, 
the neuralgia disappeared. It sometimes happens 
that one symptom may arise from several psychic 
traumata : this is called 44 condensation.” One has 
also to remember that you may have a 44 repre¬ 
sentation of the opposite.” For instance, the 
histrionic attitudes of convulsions in hysteria may 
resemble the opposite of the wish which is 
repressed. Freud recognises some truth in the 
views of Babinski and Janet : Here is a sentence 
from one of his papers : 44 The splitting of con- 

! sciousness exists rudimentally in every hysteria, and 
1 the tendency to this dissociation and to hypnoid 
states is the chief phenomena of thesen euroses.’’ 

Objections have been raised to all three of these 
theories. For example, in what way can you 
explain the fact that in hysterical paraplegia the 
plantar reflex is absent? That is certainly an 
objection to Babinski’s view; but it is also an 
objection to the others. And, so far as I have 
been able to see, the objections which have been 
raised to Babinski’s view apply equally to the 
views of Janet and Freud. Fewer objections have 
been raised against the view of Janet than against 
those of Babinski and Freud, perhaps because 
Janet’s view is rather more difficult to understand. 
These, ho\vever, are the three chief theories of 
hysteria at the present day. 

January 15^/7, 1912. 


Salvarsan in Japan. —Dohi and Tanaka, of 
Tokio, who have tested salvarsan for a year, are enthu¬ 
siasts in regard to its abortive and curative power 
in syphilis. They use chiefly the intra-venous 
method and administer Hg. in combination. They 
state that salvarsan should be given at certain 
intervals during months and perhaps years, just as 
we give mercury. When given for other diseases 
of whatever kind the results were negative, save in 
cases amenable to ordinary arsenical medication.— 
Med. Record , vol. lxxx, No. 26. 
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SOME POINTS IN THE DIAGNOSIS 
AND TREATMENT OF INTRA¬ 
NASAL SUPPURATION.* 

By JAMES DONELAN, M.Ch., M.B., 

Laryngologist to the Italian Hospital, London, and to the 
London Opera House, etc. 


The subject of intra-nasal suppuration is a very 
large one, and would afford ample material for a 
whole winter session of lectures. 

It is proposed to-day to select some diseases in 
which this symptom shows itself on account of 
their common occurrence as well as of the more 
than usual importance of securing the earliest 
possible diagnosis so that no time may be lost in 
adopting the most efficient treatment. 

The diseases selected are : (<*) tuberculosis of 
the nose, (b) nasal syphilis, and (c) chronic 
suppuration of the accessory sinuses. 

Tuberculosis .—Tuberculosis is here understood 
to include, or rather to be pathologically identical 
with lupus, though on account of certain diffe¬ 
rences in the mode in which this disease manifests 
itself clinically, it is convenient to preserve the 
terms lupus and tuberculosis. Moreover, the 
occurrence of any other form of tuberculosis than 
bipus in the nose is so rare that it may be looked 
on rather as a pathological curiosity than as some¬ 
thing to be distinguished in the diagnoses of every¬ 
day practice. 

We see, almost without exception, the slowly 
advancing lupus, certainly nothing at all compar¬ 
able to tuberculosis, as it occurs in the larynx. 
Whether this is entirely due to the greater resist¬ 
ance offered to an identical organism by the 
physiological defences at the respiratory entrance 
or that lupus is always due to a less active form is 
a point much debated. It is, at any rate, remark¬ 
able that the deeper the lesion of the respiratory 
tract manifests itself, the more rapidly progressive 
it is. Thus in the lungs we are always justified in 
classing the disease as tuberculosis, in the nose 
and naso-pharynx very rarely so, while the larynx 
seems to occupy, clinically as well as anatomically, 
a middle position, and may distinctly manifest the 
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clinical signs of either, tuberculosis being far the 
more common form. 

The usual point of attack is the lower anterior 
part of the cartilaginous septum, just inside the 
vestibule, the floor, or the anterior end of the 
inferior turbinal. This septal seat of election may 
be determined by habits of picking the nose, 
causing direct infection, or because it is the point 
most exposed to the incidence of the air-stream to 
a degree varying with the form of the nostril in 
different individuals. On the septum it sometimes 
shows itself as a small sessile, reddish-brown or 
raspberry-like tum'our, or it may be seen at a still 
earlier stage as a number of tiny scattered points 
of similar aspect. These latter are difficult to 
distinguish from the surrounding tissue, but may 
be “ brought out ” by use of adrenalin and cocaine. 
They may form multiple nodules or may coalesce 
into one, but in any case they are characterised by 
their tendency to ulcerate, break down, and per. 
forate the septum. On the floor and turbinal the 
tendency to break down and ulcerate is not so 
marked. Respiratory obstruction varies with the 
degree of inflammation and the amount of pus 
and crusts. The pus has a faint, sour, unpleasant 
odour, without the stench of ozaena or syphilis. 
On clearing away the secretion it is found not to 
recur readily. If perforation of the septum has 
taken place, the outline of the bole is irregular 
and serrated, and surrounded by pale, pink 
granulations. The bony septum remains unaffected. 
There is no falling in of the nose, but where the 
tip is unaffected exteriorly it is often drawn down 
tightly by retraction of the cicatrices, as the disease 
tends to heal in some places while advancing in 
others. The course of the malady is very slow 
and usually painless. The discharge is but little 
noticed until the smell become^ perceptible to the 
patient or his friends, or the constant formation of 
crusts annoys him. 

Other points to remember as regards the dia¬ 
gnosis are that the disease most often occurs 
between puberty and thirty years, and is twice as 
common in women as in men. It is distinguished 
from congenital .syphilis, for which it is most 
frequently mistaken, by the absence of the pain 
so common in syphilis, especially at night, as well 
as by the immunity from bone disease and marked 
foetor. The very slow erosion of the tissues is 
also in marked contrast to the rapid destruction of 
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syphilis. In doubtful cases Von Pirquet’s skin 
reaction should be sought for, or anti-syphilitic 
treatment may be tried. In the large majority, 
however, the presence of lupus nodules on the 
adjacent skin or of signs of infiltration or cicatrisa¬ 
tion in the naso-pharynx or larynx will help to 
confirm the diagnosis. 

The most reliable method of treatment in early 
cases is the careful use of the electro cautery at 
intervals of a week or ten days. It should be 
applied under local anaesthesia around the margins ; 
of the advancing ulcers and broken-down nodules. | 
If one is fortunate enough to see the case in the j 
stage when there are only minute points of infec- j 
tion on the septum or elsewhere a fine cautery j 
point at a cherry-red heat should be inserted into 
each. In the absence of the electro-cautery J 
chromic acid may be tried, but its action is i 
scarcely intense enough to secure destruction of j 
the infected tissue without unnecessary damage 
to the yet unaffected parts. After cauterising, I 
nitrate of mercury ointment in soft lanoline or I 
vaseline in the proportion of 1 in 8 or 1 in 10 j 
should be applied daily during healing. If, how- I 
ever, the disease is already deep and extensive no ; 
time should be lost before thoroughly curetting the 
infected tissue under general anaesthesia. Lupus 
is very apt to recur, and cases should be kept under 
observation while measures to improve the general j 
tone and vitality, and especially to overcome the | 
usually associated anaemia, are carried out. In | 
this connection arsenic is, perhaps, the most | 
reliable medicine. Some consider it almost a | 
specific for the disease, but too much should not | 
be expected of it. Tuberculin may also be tried, 
but experience up to the present has not been | 
generally satisfactory. The same may be said of 
Rontgen rays and the Finsen light, however useful 
they may be in lupus of the skin. There is no 
doubt that if the case has been diagnosed suffi¬ 
ciently early, and especially if 'treatment has been 
begun before infiltration of the deeper parts has 
taken place, it can be cured. Where, however, 
deep infiltration has occurred, the prognosis is 
more doubtful, and even after the most energetic 
and careful treatment these cases should be kept 
under regular observation, as quite new infiltration 
of previously healthy tissue may unexpectedly 
show itself. Though healing may take place in 
one place while the disease advances in another, | 


there is no tendency to the spontaneous healing 
one often sees in the larynx. N 

Syphilis .—Suppuration in the nose may be also 
due to syphilis in some of its stages. As a rule 
there is very little purulent secretion from the 
rare primary nasal chancre though there may be a 
good deal of watery discharge when it ulcerates. 
At the same time muco-purulent discharge may 
accumulate in considerable quantity in the inferior 
meatus. This, however, does not readily recur 
when wiped aw ? ay and is shown to be scanty and 
inoffensive in character. The diagnosis is often 
difficult, and in persons over forty years of age has 
to be distinguished chiefly from malignant disease. 
The effect of mercury and potassium iodide is, it 
need scarcely be said, a most reliable as well as 
convenient criterion, but recourse may be had to 
Wassermann’s reaction or the microscopic search 
for spirochsetae. 

Secondary nasal syphilis is attended merely with 
coryza, which is distinguishable from ordinary 
coryza only by its duration. Mucous plaques may 
be observed on the septum and turbinals, but if 
pus be present it is not due to the constitutional 
infection at this stage. It will be more likely the 
result of coincident suppuration from other causes 
in some of the accessory cavities. 

It is the tertiary stage of the disease that has to 
be chiefly taken into account in considering cases 
of nasal suppuration. Tertiary syphiiis may show' 
itself at first in one of tw r o forms in the nose—either 
as a gumma, usually on the septum, or in the form 
of diffuse gummatous infiltration. Both forms 
are liable to go on to ulceration with perichondritis, 
periostitis and necrosis. It is rare to have the 
opportunity of seeing the dark-red resistant swelling 
on the septum produced by a gumma before it has 
broken down. Discharge and crusts usually fill 
one or both nasal passages. Careful inquiry will 
often bring out the point that there was a good 
deal of pain, especially at night, about the root of 
the nose before any discharge took place, and that 
pain has been much less frequent since pus 
appeared in the nostril. On removing the accumu¬ 
lated secretion the irregular ulcer can be seen. 
The edges may be sharp-cut or excavated, and the 
floor is flat and covered with tenacious yellow 
matter, the degree of erosion varying from a 
single ulcer to the most extensive destruction of 
not only the nasal structures but of those 
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adjoining. If the nose has been regularly cleansed 
and the cartilage alone is affected the discharge 
is not specially offensive. The disease, however, 
unlike lupus, goes on to attack the bones and then 
the discharge becomes horribly offensive. At close 
quarters the ozaena of a neglected atrophic rhinitis 
may seem worse, but it has not the carrying power 
of that of tertiary syphilis. Necrosis may be looked 
on as the most characteristic sign of intra-nasal 
syphilis, as there is practically no other disease in 
which it occurs. A swelling on the hard palate is 
often the first visible sign of* necrosis low down on 
the vomer which could not be seen through the 
nasal passage, as, for instance, owing to the projec¬ 
tion of a deflected septum. The-probe will detect 
bare cartilage, bone or loose sequestra. The only 
things a sequestrum could be confounded with are 
a rhinolith or a foreign body. Sometimes the 
ulceration may closely resemble that of lupus, but 
in the latter there is no necrosis of bone and the 
effect of anti-syphilitic remedies will settle the t 
question even if no assistance is given by evidence 
of syphilis in other parts, while in the case of lupus j 
external signs are rarely absent if the intra-nasal 
disease is at all advanced. There is only one 
treatment, namely, that by mercury and iodides. 
Mr. Colles, of Dublin, who described Colies’s 
fracture and who had an immense experience of 
syphilis, used to say in his clinical lectures : 
“Gentlemen, in syphilis the mineral is always 
useful.” By the mineral he meant mercury. It is 
best given in the form of inunction, and with 
ordinary precautions it is quite possible to carry 
out a most efficient inunction course without inter¬ 
fering with the avocations of the patient. I am 
told that at certain continental centres where 
mercury is extensively used, not merely as a simple 
and effective mode of treatment but apparently 
for the exhibition of a most impressive ritual, it is j 
thought necessary to have the inunctions done j 
by a masseur who is also a trained athlete. For 
my part I have never known a patient who could 
not easily produce the full physiological effects 
of the drug by his own unaided efforts. 
As a matter of fact the precautions have to be 
against salivation occurring. At the hospital with 
which I am connected I have for a long time j 
treated out-patients by means of inunctions. The j 
patient is instructed to take, if possible, a warm 1 
bath, and then to rub well into his groins and lower | 


part of abdomen about a drachm of blue ointment 
on alternate nights; on the other nights he rubs the 
same quantity into his arm-pits. He sets apart 
a special set of underclothing to wear at night 
while carrying out the treatment. In the morning 
he washes off any external traces of the ointment. 
He is instructed as to the signs of salivation and 
to cease the treatment and report himself without 
waiting for the end of the week usually prescribed. 
At the end of the week in most cases considerable 
improvement has been effected and salivation has 
not occurred. A mixture containing mercury, 
various iodides and sometimes arsenic is then 
ordered for a week, and the following week the 
inunctions are resumed either daily or on alternate 
days according to the progress of the case. As 
many as 100 inunctions may be given in this way 
without other than beneficial effects. It is not 
within the scope of this lecture to go fully into 
the treatment of syphilis, but these hints based 
on a long and fairly extensive experience may 
have some practical value. A word or two on 
the use of salvarsan or “ 606 ” may not be out 
of place. I have had the opportunity of using 
I this new remedy in hospital and private prac¬ 
tice in some twenty-five cases. Certainly the 
! rapidity of the improvement in the symptoms is 
I often very remarkable, but there appear to be no 
grounds yet for thinking that the results are per¬ 
manent, while we have had only too many instances 
recorded of deaths from acute arsenical poisoning, 
heart failure, etc.—I believe some forty-two up to 
the present date. I was much struck with what 
j Prof. Neissner said in a recent lecture in Ivondon 
on this subject: that in mercury we had an 
efficient and safe remedy for syphilis, and that it 
had been demonstrated over and over again that 
the disease could be safely cured by it. The 
experience already accumulated would seem to 
show that recourse to salvarsan should be had 
only after very careful consideration with the 
clearest possible explanation to the patient of the 
attendant risks, and then onfy in those rare cases 
in which mercury is not tolerated in any form. 

Chronic suppuration of the accessory sinuses .— 
We now pass to the third, and on account of its 
prevalence, especially in chronic forms, the most 
important of the causes of intra-nasal suppuration 
we have to consider in this lecture. 

Acute sinusitis need not detain us long. It is 
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seldom that the symptoms are distinguishable from 
those of an acute coryza except in the case of the 
maxillary antrum. If there are neuralgic pains 
about the head with a unilateral flow of pus or 
muco-pus from the nose there is probably inflam¬ 
mation of an accessory sinus ; a bilateral flow is not 
so likely to be due to sinusitis. The pus may not 
appear in the nose in the case of patients who have 
taken to bed on account of acute coryza, but in 
these cases it may often be detected flowing down 
the back of the pharynx. As a general rule these 
acute attacks do not come under observation as 
they so often end in spontaneous cure. Besides 
the neuralgia, headache and presence of pus in the 
nose, inflammatory swelling of the middle turbinal 
is one of the most certain signs of sinus inflamma¬ 
tion. In the case of the posterior ethmoidal cells 
and sphenoidal sinus this is not so marked, as 
these discharge over the convex septal surface of 
the turbinal, but where the frontal, anterior 
ethmoidal or antral cavities are involved, the looser 
mucous membrane on the concave exterior aspect 
of the turbinal becomes enormously swollen so as to 
block up the middle meatus, and sometimes even 
to such an extent as to give the middle turbinal the 
appearance of being double. There will also be 
some tenderness on pressure over the superficial 
sinuses when these are involved, with sometimes 
lacrymation, intolerance of light, and usually a 
sudden rise in temperature with perhaps a rigor. 
The treatment consists of measures to alleviate the 
pain and hasten the discharge of the accumulated 
secretion or pus. The patient should be kept in 
bed, or at any rate in a warm room. Pain is best 
relieved by warm fomentations and inhalations 
containing menthol or Friar’s balsam. A useful 
formula is io gr. of menthol in an ounce of rectified 
spirit; of this a drachm to a pint of water at 140° F. 
should be inhaled for seven or ten minutes from 
an inhaler in which the air is drawn through the 
medicament and not through a sponge, or a 
drachm of tr. benzoin co. used in the same way 
in the inhaler. The nasal douche should not be ' 
used in acute sinusitis. Adrenalin or cocaine or a 
combination of both may be used in spray to j 
diminish congestion and facilitate discharge. Most 
cases get well on this line of local treatment com¬ 
bined with general measures to reduce fever and 
promote metabolism. In a few resolution does not j 
take place, and there may be danger of chronicity J 


or threatenings of orbital cellulitis or of cerebral 
trouble. In these the question of operation may 
at once become urgent. When the antrum of 
Highmore is affected the slight operation of punc¬ 
ture and washing out by means of a trocar and 
cannula may be performed at once if the symptoms 
are severe, and this may be repeated with benefit 
several times. Occasionally the frontal or orbito- 
ethmoidal cells may point externally, threatening 
the orbit, or the frontal inflammation may cause 
symptoms of meningeal irritation. In such cases 
the cavity concerned should be opened without 
delay. No radical operation should, however, be 
attempted in the acute stage, and this rule applies 
to exacerbations of chronic sinusitis. It will be 
best to merely open the affected cavities and 
enlarge the drainage through the nose, leaving the 
skin around open until the acute symptoms have 
passed off. The tendency to chronicity is chiefly 
determined by the size of the outlets of the various 
sinuses. Repeated attacks of coryza with suppura¬ 
tion may have little or no effect in causing chronic 
suppuration in the superior sinuses, frontal, 
ethmoidal and sphenoidal, as long as the discharge 
can flow away freely. On the other hand, in persons 
in whom the nasal passages are cramped, either 
from heredity, influence, neglected adenoids,chronic 
rhinitis and so forth, the danger of chronicity is 
very much greater, and even a single attack of 
j sinus inflammation may eventuate in chronic sup- 
: puration. 

Chronic sinusitis is much more common than 
may be supposed, and has been found in from 30 
j to 40 per cent, of all bodies examined post-mortem 
! by various investigators. Evidence of chronic 
| suppuration is found more frequently in the 
j maxillary antrum than in all the others taken 
together. 

In considering any case of chronic intra-nasal 
suppuration the first thing to do is to ascertain 
! whether the antrum is the site of the disease. 
Next the anterior ethmoidal cells, then the frontal, 
posterior-ethmoidal cells and sphenoidal sinus, 
though this order of frequency of attack as regards 
the smaller cavities is variously put by different 
observers. 

It is not proposed here to give a complete 
account of the general and local symptoms, which 
can be found in any text-book, but I should like 
to call attention to some points connected with 
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them that are of importance. Nasal obstruction, 
occurring for the most part early in the day, and 
discharge from one or both nostrils are mostly 
complained of. Swollen mucous membrane, granu¬ 
lations and polypi in the middle meatus are almost 
pathognomonic of suppuration in the cavities drain- > 
ing into the hiatus semilunaris, maxillary antrum, 
anterior ethmoidal cells and frontal sinus. Polypi 
are, however, more frequently associated with 
frontal suppuration. The amount of discharge 
especially in this region affords no reliable informa¬ 
tion as to which cavity may be affected. 

Another point that is made much of in some text- ; 
books is that suppuration from the frontal sinus 
appears more anteriorly in the hiatus semilunaris 
than when the antrum or ethmoidal cells are 
engaged. This is not borne out by universal 
experience, and a moment’s consideration of the 
innumerable slight variations in the form of the 
confluence of these outlets will at once show how : 
unreliable the direction of the final flow may be as 
an indication of its remote source. 

Ca cos mi a subjectiva is often, but not always, 
complained of, neither is the sense of evil smell 
always subjective, but may be perceived by others, 
though not at such a distance as that of atrophic 
rhinitis or syphilis. In late years more and more 
attention is being given to the ocular symptoms 
which so often arise in connection with sinus 
trouble. Apart from inflammatory lacrymal and 
conjunctival affections which chiefly arise in con¬ 
nection with acute sinusitis there may be reflex 
troubles such as photophobia of intermittent 
character, keratitis, asthenopia, in various forms, 
iritis and most frequently optic neuritis. This last 
has been found associated with more than three 
fourths of the cases in which sinus trouble was 
present. Eye troubles should, therefore, always j 
suggest a careful examination of the nose and naso- | 
pharynx, as many of these patients may have been t 
swallowing discharge from the sphenoidal or other 
cells for years without being aware of it. As ^a 
rule there is little pain associated with chronic 
sinusitis, but when headache, faceache or neuralgia 
are present they often proceed from an exacerba¬ 
tion of the inflammation and should suggest a 
rhinological examination. j 

In conducting a local examination, the first thing 
is to gently remove any secretion that may be 
present in the nose by means of cotton-wool 


pledgets. The next point is to note whether it 
recurs immediately, and where. The discharge of 
lupus and syphilitic rhinitis recurs as a rule but 
slowly, and may be regarded as an oozing rather 
than as a flow. The site of recurrence should also 
be noted. If on the septal side of the middle 
turbinal the pus probably comes from the sphenoidal 
or posterior ethmoidal cells, though it may come 
from the maxillary or even the frontal in case there 
is an accessory opening to the antrum and the 
latter may be acting as a receiving chamber for 
discharge from a frontal abscess. Pus in the 
middle meatus, especially associated with swelling 
of the surrounding mucous membrane as already 
mentioned, is most suggestive of suppuration in one 
or more of the anterior group of sinuses. Whether 
pus is seen or not, w r hat is known as Fnenkel’s test 
should now be applied. The patient’s head is bent 
forward between his knees and rotated so as to 
bring the suspected side uppermost. When the 
nose is again examined pus may be found in the 
middle meatus, and this is evidence that whatever 
its exact source it comes from one of the anterior 
group. 

Transillumination may next be tried, but is so 
very unreliable from various causes connected with 
the bones, the lining membrane, the light itself or 
the intelligence of the patient that its chief use 
appears to be to occasionally afford an interesting 
corroboration of evidence that can be obtained with 
more certainty by other means. It is fortunate 
that while the maxillary antrum is the cavity most 
often affected it is also that which can be most 
readily and conclusively examined. The methods 
consist in exploratory puncture of the nasal wall 
through the alveolus or through the canine fossa. 
The first is the method now generally followed. 
The inferior meatus is thoroughly cleansed and 
packed high up with pledgets soaked in a mixture 
of equal parts of 20 per cent, cocaine solution and 
adrenalin, or the tablets of adrenin and novocain 
will be found very convenient, especially in visiting 
practice. The packing should be left in for from 
fifteen to twenty minutes. The anterior part of the 
septum should also be sprayed with a 5 per cent, 
solution of cocaine a few minutes before the punc¬ 
ture is made. Any long hollow needle of at least 
2 millimetres bore will do, but one of the most 
convenient forms is that introduced by Watson 
Williams, as it is fitted with a handle as well as a 
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nozzle to which an indiarubber tube can be 
attached. The point of the needle is placed high 
up under the inferior turbinal at about an inch and 
a half from the labial margin of the nostril. When 
it has penetrated the sinus, if no flow of pus takes 
place through it the tube of a Politzer bag should 
be attached to the proximal end and air forced 
through. If pus is present it may bubble into the 
middle meatus. Some sterile normal saline solu¬ 
tion should next be forced through if no pus is 
found, and this may loosen accumulations of 
thickened matter. If pus or even a distinct 
turbidity is observed in the returning fluid the only 
question that remains open is whether the suppura¬ 
tion has taken place in the antrum or in the frontal 
sinus, the antrum serving merely as a passive 
reservoir. Should these methods fail to demon¬ 
strate pus, peroxide of hydrogen either as a ten- 
volume solution, or some of this diluted with equal 
parts of sterile water may be syringed through, 
when, if pus is present, effervescence will be 
observed in the middle meatus. If no pus is 
expelled by any of these methods, and it recurs 
in the middle meatus, it does not come from 
the antrum. This method is so simple and on the 
whole so certain that exploration through the 
alveolus or through the canine fossa need not be 
thought of. Possible errors may arise when 
suppuration occurs in connection with malignant 
disease, but in these cases the condition of the 
anterior and nasal walls as well as the age of the 
patient will help to clear up the diagnosis. It 
should be remembered that a dental cyst never 
communicates with the nose and cannot be washed 
through the maxillary outlet, though its contents 
may discharge through the exploring needle in the 
inferior meatus. Having washed out the antrum 
and found pus we have now to determine whether 
it originated there. If we re-examine the nose and 
in spite of the thorough cleansing we have carried 
out we find pus in the middle meatus it can come 
only from the frontal sinus or anterior ethmoidal 
cells. If there is no reappearance of pus it is 
almost certain that only the antrum is suppurating. 
If pus was found on washing out the antrum and 
recurs quickly in the middle meatus, both the 
frontal sinus as well as the antrum are probably 
affected, but this is one of the most difficult points | 
to settle, and an exact diagnosis can sometimes be j 
made only retrospectively after the operation on j 


I the antrum. Should polypi be seen in the middle 
| meatus these are more often associated with 
1 suppuration in the higher cavities: frontal or 
ethmoidal. The pus from these also recurs more 
1 rapidly in the erect position, and it may be taken 
as a general rule that the frontal sinus is not affected 
without some concurrent suppuration in the 
anterior ethmoidal cells. The pus from the frontal 
and ethmoidal cavities is rarely so foetid as that 
from the antrum. Having excluded the antrum or 
decided that it shares with the superior cavities in 
the suppurative process the anterior end of the 
middle turbinal should be removed. This will be 
required in any case as part of the treatment. The 
frontal sinus can then be catheterised and washed 
out. If no pus recurs after this then only the frontal 
is affected. If it does appear it comes from the 
anterior ethmoidal cells. Owing to the small 
amount of pus secreted by some of the ethmoidal 
cells it tends to dry in yellowish-green crusts on the 
mucous membrane, interfering with the nutrition 
and producing erosions or atrophy. In patients so 
affected the appearance and symptoms closely 
resemble those seen in atrophic rhinitis with 
ozaena. 

Suppuration in the posterior group and in the 
sphenoidal sinus cause the same general symptoms. 
Diffuse headache or pain in the vertex is often 
sphenoidal, while pain felt deeply behind the eyes 
may be ethmoidal in origin. In all these sinus 
troubles the subjective symptoms are of little help 
except as presumptive evidence. Pus from the 
posterior ethmoidal cells or from the sphenoidal 
sinus appears anteriorly in the olfactory fissure 
above the middle turbinal. Sometimes cocaine 
and Killian’s long speculum may be used to force 
the turbinal outwards and so obtain a view of the 
sphenoidal outlet. The practical point is that 
having excluded the cavities of the anterior group 
the middle turbinal must be removed as a pre¬ 
liminary to treatment of the remaining group of 
cells. As regards treatment of the anterior group 
no operation other than puncture and lavage 
should be undertaken in the case of the antrum 
until this has had a fair trial. When that has 
failed the cavity should be opened from the nose. 
The best site is in the inferior meatus either with 
or without removal of the middle third of the 
inferior turbinal. The anterior third is too far 
forward from the usual site of the widest part of 
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the cavity, and besides removal of the anterior 
third is often followed by inflammation and 
occlusion of the lacrymal duct. This operation 
was originally proposed by Mickulicz, and has been 
modified or improved by various operators. I have 
myself for many years used the rectangular chisels 
and angular perforator here shown,* and their use 
facilitates the removal of any desired area of the 
inner wall in a few seconds. In the majority of 
cases the intra-nasal operation followed by lavage 
is able to bring about a cure. It is only where 
the mucous membrane is much thickened and 
polypous that operation through the canine fossa 
with counter-opening to the nose need be thought 
of In any case the intra-nasal operation provides 
the counter-opening should thecanineafterwards be¬ 
come necessary. Surgical treatment of chronic sup¬ 
puration in the frontal sinus and anterior ethmoidal 
cells should begin by clearing the middle meatus 
of all obstruction. If this gives no relief the 
anterior end of the middle turbinal should be 
removed and the frontal sinus regularly washed out 
by means of Hartmann's cannula. Should this 
prove unsuccessful or impracticable the question 
of external operation by Killian’s, the Ogston-Luc 
or other method has to, be considered most care¬ 
fully. The record of the past ten )*ears shows that 
a very high mortality attends these operations from 
cerebral or orbital complications or from osteo¬ 
myelitis. It has always to be considered whether the 
inconvenience suffered by the patients is worth the 
risk shown by an admitted mortality of 10 percent. 
The anterior ethmoidal cells can be approached 
intra-nasally and broken down either by curette 
under general anaesthesia, or better at repeated 
sittings by forceps with cocaine and adrenalin. 
AVhere the cells extend far out or backwards under 
the orbit these can be reached only by external 
operation. As a preliminary to all these operations, 
skiagraphs, which are latterly so much clearer than 
they used to be, will be found most useful in deter¬ 
mining the position and limits of the various cavities. 
Sometimes the suppuration in the nose may be due 
to multiple sinusitis. The methods of diagnosis here 
are the same. As regards treatment it should be 
remembered that here it may be very prolonged, 
and that the prognosis is more doubtful than where 
only individual cavities have to be dealt with. If the 
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| palliative treatment, by puncture and lavage, 

1 removal of the middle turbinal and regular attention 
on the part of the patient, fails to bring about a 
cure or an entirely tolerable condition, the question 
of radical operation again arises. Should more 
extensive operation be decided on, it is best in case 
of multiple sinusitis to deal first with the ethmoid 
and clear all the attainable cells thoroughly in the 
manner indicated. If the frontal sinus still 
suppurates and the patient decides to have the 
operation it should next be opened, and if pus has 
been found in the maxillary antrum the intra-nasal 
drainage of that cavity should be established on the 
; same occasion. If thq sphenoidal sinus participates 
in the multiple inflammation it should be opened 
in connection with the treatment of the ethmoidal, 
leaving always the frontal and maxillary cavities to 
be dealt with last. 

January 15 th, 1912. 


Aoute Osteomyelitis of the Spine. — F. 

Fraser and T. McPherson report a case of this 
condition in a boy, aet. 9 years. The subjects of 
I the disease are generally under the age of twenty, 
though occasionally it occurs in persons over 
middle age. In most instances there is a history 
of some slight injury such as a blow or strain, and 
sometimes some local cause of sepsis, such as 
furuncle, is present. The onset is accompanied 
by high fever and very severe local pain. Rigidity 
and tenderness t)f the spine are usually present, 
sometimes retraction of the head, or opisthotonos. 
It is said that jarring of the spine does not produce 
pain as it does in Pott’s disease. Abdominal pain 
and distension are nearly always present, and may 
lead to much difficulty in distinguishing the disease 
from some acute abdominal condition. The nerve 
symptoms, when fully developed, are those of 
pressure on the cord at the segment affected—viz. 

I root-pains with paralysis, and exaggerated reflexes 
j below. Unless early relief is given by operation, 
these cases rapidly go from bad to worse, and are 
characterised by continued high fever, rigors, 

; splenic enlargement, formation of abscesses in 
i situations varying according to the locality of the 
; lesion, visceral complications, and pyaemia. The 
disease has been mistaken for typhoid fever, pneu¬ 
monia, peritonitis, and acute spinal meningitis. 
The only possible chance of recovery must lie in 
early diagnosis and prompt operation. — Med\ 
Record^"* ol. lxxx, No. 26. 


* 


Vide 1 Lancet,’ June 19th, 1909. 
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THE DEATHS OF ENGLISH 
KINGS. 

By JAMES RAE, M.A., M.D. 

( Continued from /. 224.) 

Mary II (Daughter). 

Bom April 30th, 1662; died (32) December 
28th, 1694, Kensington ; buried \ Westminster. 

The Queen was taken ill but the next day that 
seemed to go off. The day following she went 
abroad; but her illness returned on her so heavily 
that she could disguise it no longer; after that she 
used some slight remedies thinking it was only a 
transient indisposition ; but it increased upon her 
and within two days after the smallpox appeared 
with very bad symptoms. . . . On Christmas 

Day the smallpox sunk so entirely and the Queen 
felt herself so well upon it that it was for a while 
concluded that she had the measles and that the 
danger was over. This hope was ill grounded and 
of a short continuance for before night all was 
sadly changed. It appeared that the smallpox 
were so sunk now that there was no hope of 
raising them. Several cordials were given but all 
was ineffectual, she lay silent for some hours and 
some words that came from her showed her 
thoughts began to break. In conclusion she died 
on the 28th of December.— Gilbert Burnet . 

On Friday December 21 the Queen was taken 
ill at Kensington and her distemper proved to be 
the smallpox with incurable symptoms ; so that in | 
spite of the most exquisite care and consult of 1 
physicians her Majesty departed this life on j 
Friday 28 December about one in the morning. ' 

Some few days before the Feast of our Lord’s j 
Nativity she found herself indisposed . . . this 
indisposition speedily grew up into a dangerous , 
distemper. On Monday the flattering disease j 
occasioned some hopes though they were but faint 
ones. That joy endured but for a day and that 
day was closed with a very dismal night; the 
disease showed itself in various forms and small 
hopes of life were now left. ... A quarter I 
before one on Friday morning after two or three 
small strugglings of nature, and without such 
agonies as in such cases are common she fell 
asleep.— Life of Mary (Ed. 1706). 

She took Venice treacle the first evening, and 


[Jan. 17, 1912. 237 

finding no sweat appeared as usual, she took the 
next morning a double quantity of it before she 
asked the advice of the physicians. . . . The 
I smallpox was of the very worst and most dangerous 
sort, being united with the measles, and such as is 
usually accompanied with an erysipelas in the face, 
purples, and spitting of blood. . . . On the 

I third day of the disease the eruptions appeared, with 
a very troublesome cough : and they came out in 
such a manner that the physicians were very doubt- 
I ful whether they would prove the smallpox or the 
measles. On the fourth day the smallpox showed 
; itself in the face and rest of the body under its 
1 proper and distinct form. On the sixth day in the 
: morning the variolous pustules all over her breast 
1 were changed into the large red spots of the 
1 measles. And the erysipelas called “rosa” swelled 
j her whole face, the former pustules giving place to 
i them. That evening many broad and round 
petechine appeared in the forehead above the 
! eyebrows and on the temples. . . . After the 

middle of the night there began a great difficulty 
of breathing and a little afterwards a copious 
spitting of.blood. On the seventh day, the spitting 
of blood was succeeded by bloody urine. On the 
eighth day the broad spots of the measles con¬ 
tinued on her breast, but in the lower limbs where 
there had been any pustules of the smallpox all the 
swelling of them immediately disappeared and they 
changed into round spots about the bigness of the 
pustules, of a deep red or full scarlet, their surface 
being smooth and not at all elevated like the 
pestilential stigmata. There was one large pustule, 
filled with matter having a broad scarlet .circle 
round it like a burning coal which I then observed 
above the region of the heart, and under which a 
great deal of extravasated blood was afterwards 
found on opening her body. lastly about the 
middle of that night she breathed out her pious 
soul.— lValter Harris (1 Observations on Certain 
Grievous Diseases. Ed. 1742). 

Mary had escaped smallpox', and the outbreak 
of a severe epidemic caused a good deal of anxiety 
among her attendants, as her uncle and aunt had 
died of this disease. When she was attacked she 
sent away her women who had not had the 
disease, and spent much time in destroying her 
private papers. Her physician Radcliffe was greatly 
blamed for his treatment of her, but his answer was 
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that he was called in too late. She died eight days par une tumeur qui lui etoit survenue k la main 
after the onset of symptoms. There is no account ; droitte et par Taugmentation de celle du genou 
of the necropsy which was performed. She had gauche qui lui etoit arriv^e quelque terns aupara- 
left written instructions that her body was not to j vant; les deux tumeurs etoient de la meme 
be opened, but the paper was not found until after j nature que celles qui lui etoient survenues aux 
this had been done. Her portrait in Kensington j memes partes, dans la meme saison d'annee 
Palace is that of a remarkably handsome woman. precedente. . . . 

I Le Lundi il eut un acces de fievre; le Mardi 
William III (Husband). l’eut encore avec un plus grand frisson. II se 

Born November 4th, 1650 ; died (51) March 8th, promena ce jour la dans la grande gallere de son 

1702, Kensington ; buried . Westminister. appartement et s’y endormit assis dans un fauteuil. 

Sa Majesty se trouva plus travaill^e de sa maladie ce qui lui fit prendre du froid. . . . Le Mecredi 

habituelle—c’est a dire de l’asthme, et surtout dans (sic) le Roi continua d’avoir la fievre et des froissons. 

le dernier par des maux de coi£ et d’estomach, Le Jeudi il lui survint une diarrhee avec douleur 

accompagnees d’ampoules et phlictenes repan* de ventre que LafToiblit beaucoup. Le Vendredi 

dues sur tout le cot£ gauche de la poitrine et de il fut saisi d’une vomissement outre la diarrhee ce 

Tabdomen, souvent avec fievre ; et par l’augmen- I qui l’empecha de garder aucun aliment ni remede, 
tation des enflures des pieds, des jambs, et des except^ un peu chocolate. Le Samedi il empira ; 

cuiffes ; comme aussi de deux tumeurs particu- mais sur le soir, le vomissement s’arreta, et il garda 

lieres, Tune k la main droitte, l’autre au genou ; quelques bouillons et cordiaux. . . . Il passa 

gauche, qui se dissiperent d’elles memes, dis- cette derniere nuite dans de grandes inquietudes 

tingues pourtant par leur simptomes de celles des jusqu’au lendemain Dimanche 8 aquatre heures 

pieds, des jambs et des cuiffes—celles-ci £tant du matin que Sa Majeste se trouvant plus mal 
absolument cedemateuses, et celles-laaccompagnees . . . demanda la communion. . . . 

de chaleur, rougeur, et douleur. . . . Ce Prince On lui vit seulement remuer les levres, peu de 

etoit non seulement asthmatique, mais aussi momens apres il expira, c’est a dire a huit heures 

attaqu£ d’hydropisie melee de scorbut. . . . Peu et quelques minutes le Dimanche 8. 11 mourut 

de jours aprfcs l’arrive de Sa Majestt? a Hampton I assis sur le cote gauche de son lit, en Robe de 
Court, l’enflure des extremitez inferieures se com- j Chambre .—Etienne Ronjat (Lettre a un medecin) 
muniqua au scrotum ; ce que Sa Majeste m’ayant ! [1703]. 

fair voir, je lui proposai un suspensoir. ... ! His Majesty found himself more harassed by his 

Pendant tout Phyver Sa Majeste fut gouvern£e usual malady asthma, and later on chiefly by 

de meme [Bidloo] ayant de terns en terns des pains in the side and stomach, accompanied by 

frissons et acces de fievre. blisters and ulcers scattered mainly over the left 

Le Samedi, 21 Ftvrier son cheval, s’abattit sous side of the chest and abdomen, often with fever. 
Sa Majeste, elle tomba ene meme tern sur la There were also swelling of the joints of the feet, 
poitrene. ... La clavicule droite fut cass^ en legs and thighs, and two special tumours, one on the 
travers, pres de Pacromion. J’en fis d’abord la right hand, the other on the left knee, which sub¬ 
reduction . . . dont Sa Majeste se trouva si j sided of themselves ; their symptoms distinguished 

soulag^e et meme si bien qu’elle voulut s’en | these from the others the former being entirely 
revenir coucher ce soir meme a Kensington, oedematous while the latter were accompanied by 

. . . Avant la reduction la poulx de Roi heat, redness and pain. The prince was asthmatic as 

fut fort elevt?, ce qui joint a la commotion de la well as being dropsical and scorbutic. A few days 
chute auroit sans doute endique la saign^e. after his arrival at Hampton Court (4th November 
Comme je le dis a Sa Majeste elle me repondit 1701) the swelling of the lower extremities 

“qu’elle avoit deja en le matin mal a la tete et extended to the scrotum, and having been shown 

quelques frissons, comme elle en avoit eu de this, I advised a suspensory bandage, 
terns en terns depuis quinze jours.” All winter through, his Majesty was guided by 

Sa Majeste avoir fait dessein de retour ce jour Bidloo, having occasional shiverings and attacks 

la meme a Hamptoncourt, mais elle fut empechee I of fever. 
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On Saturday 21st February, the King’s horse 
stumbled under him, throwing him on his chest. 
The right clavicle was broken across near the 
acromion. Forthwith I reduced it, whereupon his 
Majesty found himself so much relieved and at 
ease that he wished to return and sleep at 
Kensington that evening. Before the reduction the 
King’s pulse was very full, and this in conjunction 
with the disturbance of the fall assuredly indicated 
bleeding. On my saying this the King answered 
that he had already had a headache and some 
shivering fits that morning, as he had occasionally 
had for the past fortnight. 

His Majesty had purposed to return to Hampton 
Court that same day but was prevented by a 
swelling which rose on his right hand and the 
increase of that on his left knee, which had 
appeared on some former occasions. These tumours 
were similar to those which had appeared in the 
same parts at the corresponding time of the 
previous year. . . . On Monday he was feverish 

and continued so on Tuesday having also a severe 
rigor. That day he walked in the long gallery 
of his suite and fell asleep in an armchair, which 
made him catch cold. . . . On Wednesday 

the fever and rigors persisted. On Thursday set 
in a diarrhoea with colic which much weakened 
him. On Friday, in addition to this, vomiting 
attacked him, which made it impossible for him 
to retain any food or medicine save a little 
chocolate. He became worse on Saturday but 
towards evening the vomiting ceased, and he 
retained some soups and cordials. He passed 
this last night in great distress until Sunday at four 
a.m., when finding himself worse he asked for the 
Communion. 

His lips were just seen to move, and a few 
moments later he died, at^some minutes past eight 
on Sunday. He died sitting on the left side of his 
bed, wearing his dressing-gown. 

In the end of February [at Hampton Court] the 
horse he rode on stumbled and he being then very 
feeble fell off and broke his collar-bone ; he seemed 
to have no other hurt by it; the bone was well set 
and it was thought there was no danger so he was 
brought to Kensington that night. . . . On 

3rd of March the king had a short fit of an ague 
which lie regarded so little that he said nothing of 
it; it returned on him next day ; after that he kept 
his chamber till Friday ; every day it was given out 
that his fits abated; on Friday things had so 
melancholy a face that his being dangerously ill 
was no longer concealed; there was now such a 
difficulty of breathing and his pulse was so sunk 
that the alarm was given out everywhere. The 
king’s strength and pulse was still sinking as the 
difficulty of breathing increased so that no hope 
was left. . . . Between seven and eight o'clock 


, the rattle began, the commendatory prayer was said 
for him and as it ended he died. When his body 
I was opened it appeared that he had no dropsy, his 
head and heart were sound, there was scarcely any 
blood in his body ; his lungs stuck to his side and 
by the fall from his horse a part of them was torn 
from it which caused an inflammation that was 
believed to be the immediate cause of his death.— 
Gilbert Burne. 

( On February 21st, riding out from Kensington 
| to Hampton Court as he was putting his horse to 
i the gallop the horse fell, and His Majesty in the 
fall broke his right collar-bone. Upon this fatal 
accident His Majesty was carried to Hampton 
Court, where the bone was dexterously set by 
Monsieur Ronjat, Serjeant Surgeon to the King, 
who, having felt His Majesty’s pulse, told, him he 
was feverish, and that any other person in his condi¬ 
tion would be let blood. “As for that,” replied the 
King, “ I have now and then had a head-ache and 
some shivering fits this forenoon, and had this 
very morning a pain in my head before I went out 
ahunting.” In the afternoon the King finding him¬ 
self easy, contrary to advice, returned to Kensing- 
v ton, and slept almost all the way in his coach. He 
came to Kensington about nine at night with his 
right arm tied up, and as he entered the great bed¬ 
chamber he saw Dr. Bidloo [who] finding his pulse 
! in good order dissuaded him from bleeding, and 
after viewing the affected part gave His Majesty to 
know that the right channel bone was broken 
obliquely a little below its juncture with the 
shoulder-blade. ... It was well set, but the 
jolting of the coach and the loosening of the 
bandage had occasioned that disunion. After 
the fracture was taken care of His Majesty went to 
bed and slept the whole night so sound that the 
gentlemen who sat up with him said they did not 
hear him complain so much as once. His Majesty 
seemed in a fair way of doing well till on Sunday, 
March 1st, a defluxion fell upon his knee, which 
was a great pain and weakness to him, and thought 
j to be a very ill symptom. 

| On Wednesday, March 4th, his Majesty seemed 
so well recovered of the lameness in his knee that 
he took several turns in the gallery at Kensington, 

| but at length finding himself tired and faint, he sat 
j down on a couch and fell asleep which probably 
occasioned that shivering fit which soon after 
seized him and which turned to a fever accompanied 
with vomiting and looseness. The physicians 
administered several remedies to his Majesty that 
gave him great relief, and he continued indifferent 
; well till Friday 6th when his vomiting and looseness 
! returned so violent upon him that he refused to 
I take any sustenance till two of the clock on 
Saturday morning when he supped a cupful of 
l‘chocolate that siayed with him; soon after they 
| gave him a gentle sleeping draught to compose 
him which had that good effect that he rested for 
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three hours after: in the forenoon he supped 
some broth and a cordial and found’himself easier 
though excessively weak. . . . On Saturday 

night ... he took some of Raw ley’s cordial 
with the cordial julep, and soon after some hot 
claret. . . . About three o’clock on Sunday 

morning he called again for Dr. Bidloo and com¬ 
plained to him that he had had a bad night and 
could not sleep; upon that he sat up and leaned 
on him. ... In this posture he slept about 
half an hour : and when he awaked said “ You 
can bear me up no longer.” Then he was held up 
by Mr. Freeman on the right and Mr. Sewell on , 
the left both of them having pillows in their arms. 

. . . After seven aclock he took Bidloo by the 

hand and breathing with great difficulty asked 
him “ If this could last long ?” After that while the 
doctor was feeling his pulse his Majesty took him 
again by the hand saying “ I do not die yet, hold 
me fast.” Having taken a little of the cordial 
potion he faintly enquired for the Earl of Portland. 
About eight aclock his Majesty sitting on his bed 
in his night gown and in the arms of Mr. Sewell, 
one of the pages of the backstairs, he leaned a 
little backwards towards the left and shutting his 
eyes expired with two or three soft gasps. 

Two days after, the royal body was opened and ! 
the physicians and surgeons summoned by the 
Privy Council to assist at and examine the dissec¬ 
tion made this report: 

Upon the viewing the body before dissection the 
folltnving appearances were remarkable : The body 
in general was much emaciated ; both the legs up 
to the knees and a little higher as also the right . 
hand and arm as far as the elbow were considerably 
swelled. There was likewise on the left thigh near 
the hip a bladder full of water, as big as a small 
pullet’s egg resembling a blain. Upon opening the 
belly the guts were found of a livid colour and the 
blood contained in their vessels black. The gut 
called ileon had in some places the marks of a slight 
inflammation. The stomach, pancras, mesentery, 
liver, gall-bladder, spleen and kidneys were all sound 
and without fault. In the thorax or chest we 
observed that the right side of the lungs adhered to 
the pleura, and the left much more : from which upon 
separation there issued forth a quantity of purulent 
or frothy serum. The upper lobe on the left side- 
of the lungs and the part of the pleura next to it 
were inflamed to a degree of mortification and this 
we look upon as the immediate cause of the King's \ 
death [italics in original]. From the ventricles of 
the heart and the great blood vessels arising out of 
them were taken several large tough fleshlike 
substances of the kind called polypus. The heart 
itself was of a smaller size but firm and strong. 
Upon laying bare the right collar-bone, we found it | 
had been broken near the shoulder and well set. 
Some extravasated blood was lodged above and 
below the fracture. The brain was perfectly sound 


and without any sign of distemper. Tis very rare 
to find a body with so little blood as was seen in 
this ; there being more found in his lungs than in 
all the parts beside put together .—Life of William 
III. (Ed. ly06) 

The reportof the post-mortem examination closely 
follows the corresponding parts of the pamphlets 
by Ronjat and Bidloo.* Both foreigners, they were 
bitterly jealous of one another. After the King’s 
death Bidloo wrote a lengthy and tedious Dutch 
pamphlet describing his treatment, to which Ronjat 
replied by the letter from which the first quotation 
is taken. William refused to live at Whitehall on 
account of his asthma, which troubled him from 
adolescence. He never followed medical advice 
nor changed his method of life. His vice of secret 
drunkenness helped the undermining of his con¬ 
stitution. This habit seems to have gained on him 
after his wife’s death. It savours of irony that the 
horsemanship of which he was so justly proud 
should have brought him to his last illness. The 
traditional cause of the horse’s stumble is a mole¬ 
hill, which explains the Jacobite toast of “the little 
gentleman in black velvet.” Ronjat’s account must 
be the chief authority, Burnet’s being less full than 
one would have expected from his devotion to the 
King. As Ronjat tersely puts it, William was 
asthmatic, dropsical, and scorbutic. Apparently 
he had tuberculous disease of the right arm, and 
one may deduce that he also had herpes zoster of 
the left side. The fresh swellings in hand and 
knee may have been infections “ lighted up v by 
the previous lesion. On the following day he had 
a rigor and fever, due evidently to pleuro-pneumonia 
at the apex of the left lung. On Thursday and 
Friday he had vomiting and diarrhoea. The next 
night he was able to take cordials and soup, but 
some hours later had much distress of breathing 
and sat up with help. In this posture he remained 
about five hours, and in it he died. 

After death, dense pleural adhesions were 
discovered, and possibly there was a left-sided 
empyema. Severe inflammation of the left upper 
lobe was present. What are described as polypi 
were probably the “ agony clots ” often found after 
death from pneumonia. The oedema of the legs 
and the small size of the heart may have been due 
primarily to the chronic pulmonary condition. 
The inflammation in the ileum was more probably 
a complication of the pneumonia. 

* Govard (or Godefroy) Bidloo was born and died at 
Leyden, becoming Professor of Anatomy there in 1688 and 
subsequently at Amsterdam. He was physician to the 
King, and published a work on anatomy which he declared 
had been plagiarised by William Cowper. Of Etienne 
Ronjat I have found no mention in English, French, 
German, Italian, or Dutch biographical dictionaries. 

(To be continued.) 

January 15//;, 1912. 
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EARLY OPERATION IN INFLAM¬ 
MATION OF THE APPENDIX.* 

By WILLIAM HENRY BATTLE, F.R.C.S., 

Surgeon to St. Thomas’s Hospital, etc. 

</• 

I do not think there are many members of 
the profession who deny that inflammation of the 
appendix is a far 'more prevalent disease at 
the present time than it was twenty-five years ago. 
Yet even now we meet with men who are uncon¬ 
vinced of this fact, and say, “ It is not more 
prevalent now ; it was overlooked in the days when 
we were younger ! ” 

Time has perhaps diminished their appreciation 
of the clinical acumen of the departed physicians 
of that period, and it is not estimated at its true 
value, more especially by those who did not per¬ 
sonally benefit by their instruction. They cannot, 
however, easily escape from the records of the post¬ 
mortem departments of our large hospitals, nor 
from the definite statements found in some of our 
well-kept hospital reports, which give statistics 
which were not compiled with any desire to put a 
particular view forward, but simply to record the 
diseases and the result of their treatment in every 
class of case admitted to the wards during each 
year. 

The late Dr. Samuel Fenwick, of the London 
Hospital, only found nineteen cases of disease of 
the appendix recorded in the post-mortem records 
of the London Hospital over a period of forty years 
preceding the year 1884. In the surgical reports 
of St. Thomas’s Hospital the name “appendicitis” 
appears for the first time in 1893, when operation 
is described as having been done for removal 
of the diseased organ. There is no doubt, how¬ 
ever, that under the name of “perityphlitis” a certain 
number of cases came in yearly for treatment long 
before that. 

* Read before the Wimbledon Medical Society. 
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In the year 1881 ten cases of perityphlitis were 
admitted to the medical wards of St. Thomas’s 
Hospital, and only one case*of acute peritonitis, 
whilst in 1891 there were twenty-four of perityphlitis 
and three of acute peritonitis from all causes. In 
that year a paper by I)r. H. P. Hawkins on the ; 
pathology of perityphlitis appeared, in which he 
clearly demonstrated the relationship between these j 
inflammatory attacks and disease of the appendix 
vermiformis. His paper was an important contri¬ 
bution, and when expanded into his well-known 
monograph on the subject, received wide acceptance 1 
and appreciation. In that paper he analysed a j 
series of 200 hospital cases: (1) of these there 1 
were 22 of general peritonitis, of which 2 recovered ; 
of these 20 fatal cases the actual cause in 7 was | 



Chart showing the number of cases of appendicitis 
admitted to the medical wards of St. Thomas’s 
Hospital during the years 1900-1909 inclusive. 


the process described as acute inflammatory 
necrosis; in 2 the rupture of a distended tube, and 
in 11 the presence of a concretion. 

(2) Without suppuration there were 154 cases, of 
which only one died, no cause for death apart from 
a local peritonitis being found. 

(3) With localised suppuration there were 24 
cases; of these 2 died and 22 recovered; one died 
from a secondary hepatic abscess, the other from 
the effects of a miscarriage. The abscess was 
opened in all, and in 2 a concretion was found in 
the pus. 

I do not know what number of years are included 
in the above statistics, but our experience has 
increased immensely in every way since 1891 (see 
Chart), and the amount of literature on the sub¬ 
ject, some of it of much value, has grown to an 


alarming extent; so much so, that anyone who 
desires to write on the subject will find it very 
difficult to place anything containing an original 
observation before the profession. There are, 
however, so many points for the consideration of 
those concerned in the treatment of the disease (and 
few medical men can escape some responsibility in 
this matter) that I have ventured to bring some of 
those which appear the most important before you. 

The question might well be asked at this stage 
by some practitioner who had had exceptional luck 
in the cases which he had been called upon to 
treat, “ Is there not a very unnecessary fuss made 
about the danger of this complaint?” Are we not 
inclined to cry “wolf” rather too frequently where 
the appendix is concerned in the production of 
abdominal complaints? Is there not something in 
the insinuation so often found of recent years in 
the obituary columns of the daily papers conveyed 
in the terms “ on the 23th, at such an address, 
John, only son of Mr. and Mrs. Blank, of 
appendicitis, after an operation,” the implication 
being that if there had been no operation there 
would have been no death. How often this notice 
hides the fact that his operation was done too late, 
and that those really responsible for the fatality are 
endeavouring to mitigate the pangs of conscience 
by blaming an operation which simply failed to 
save life because it was not permitted when there 
was a good chance of its being successful. 

But is appendicitis really such a serious thing as 
ail that ? is sometimes asked. Why, I know (it is 
added) scores of people who have had it and got 
well without operation ; you doctors are always 
wanting to cut folks open ! 

The answer to this question is contained in the 
report of the Registrar-General of the United 
States of America for 1900, in which year no less 
than 5111 deaths from appendicitis were reported. 
In addition, 7501 deaths were put down to “ perito¬ 
nitis,” and we know the proportion of appendix 
disease producing this to be very high. 

The deaths ascribed to appendicitis in this 
country in 1908 are given as 2150 by Dr. Lediard, 
who was advocating prophylactic appendicectomy 
in his communication. 

A patient who once consulted me about some 
complication which he had after an operation done 
whilst in the United States during the quiet period, 
told me that he was a commercial traveller, and 
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went about a good deal on the railways in that 
part of the world, and that he knew of several 
instances of death occurring on the trains from ; 
acute appendicitis during some of the long journeys. 
He may have been exaggerating, but evidently I 
wished to impress me with the fatality of the . 
disease in the United States, speaking in a rather j 
proud manner as one who had escaped with danger 
and some difficulty from a devastating plague. 1 

If it were possible to prevent attacks by a course 
of treatment we should still find many who would 
not submit themselves to such treatment, in the j 
same way that a class of the public is always against ; 
any method that is advised for their relief. I often 
think that Naaman the Syrian was a very common 
type of man—the man who objects to do anything > 
he is told by those who know better than he, until j 
absolutely driven into a corner. It does not 1 
matter how simple the thing is, he always suspects j 
his advisers as wanting to get something out of j 
him. His medical attendant is only advising opera- 1 
tion because he wants his friend the surgeon to get 
an operation fee, whilst he, the usual medical man, 
obtains a local advertisement (and often very little 
beyond, I am afraid). I remember a case of 
acute gangrenous appendicitis with a temperature 
of io6°F. in which prompt operation saved the 
life of the boy, a fine, strong, athletic fellow, but 
the patient's friends instead of being grateful j 
denounced the medical man to whom they owed | 
the life of the boy, because they thought he had , 
rushed an operation without any necessity for 
doing so, and during the years which have passed 
away since have not required his services in the 
family. 

Until we can absolutely prove the truth of some 
theory as to the causation of appendicitis we can 
only advise patients to act on general hygienic j 
principles. If I am correct in my theory as to the 
causation of the disease in a large percentage of 
cases, we could obtain some considerable extent of 
immunity by simply placing an electro-magnet under 
the stream of w r heat-flour as it comes from the 
rolling mill, to collect iron particles, after which it 
would be screened as it is now. 

What should be done for a patient in the case of 
a first attack : should we advise operation, or should 
we “ wait and see ” ? The tendency of the medical 
attendant is to adopt the latter course, but is it 
wise? Of course the majority of patients who 


have a first attack recover without operation and 
live to have another at a varying interval, and 
perhaps many more. I operated last year on a man 
who had had repeated attacks for twenty years. It 
may be thought that operation would be superfluous 
in this series, in which the majority recover, but 
it is not possible to agree with this suggestion, for 
there, is much gained by immediate operation, /. e. 
an operation within the first twenty-four hours, 
during which time it is possible to remove the 
appendix safely, without drainage, through an 
incision which will not leave the patient exposed to 
the risk of an abdominal hernia. 

This operation will keep the patient in bed ten 
days or a fortnight, there will be ,no complications, 
and ^rhen he resumes life there will be no fear of 
future attacks : he is cured once for all. His illness 
will have been reduced to a convalescence without 
the stress of a disease, which is far more pleasing 
to experience than the process of recovery from 
an inflammatory attack of which it is not possible 
to definitely give the duration nor the prognosis. 

The doubt as to the likelihood of future attacks 
in patients who evidently(or shall we say apparently) 
are commencing their first attack, we will suppose 
correctly diagnosed as a mild one, must be con 
sidered. If he gets over this attack will he have 
any more? is a question which is often asked ; and 
certainly it is an important one, from the point of 
view of the patient at the commencement of the ill¬ 
ness, and later from the point of view of an insurance 
society. This question as to the probability of 
future attacks is a very difficult one to answer 
dogmatically. Lennander heads the list of those 
who have expressed opinions on this subject by 
saying that all have further trouble. And this seems 
more likely to be true if the view is taken that an 
appendix once diseased is likely to be maimed, 
and consequently cannot fulfil its functions, be¬ 
coming a more or less inert culture 'tube for the 
growth of organisms, and unable to empty itself by 
muscular contraction. 

Fowler, Burton, and Richardson said that 8 per 
I cent, had further attacks ; Hawkins, 24 per cent. ; 
i Fitz v 44 per cent.; Meyer, 90 per cent. These 
immense variations indicate the impossibility of 
forming a definite opinion. But of recurrent 
attacks which are likely to affect life 50-60 per 
cent, occur in the first six months, and 80-90 per 
cent/ within the first year following a definite attack. 
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The mortality of the cases in St. Thomas’s 
Hospital for the years 1894-1901 inclusive was, 
for cases in the first attack, 25 per cent., in their 
second 7 per cent., and in their third 2 per cent. 
These figures only represent such cases as were 
sufficiently severe as to necessitate the removal of 
the case to hospital, and do not, therefore, by any 
means represent the true mortalities. But they 
illustrate clearly the difference in the mortalities of 
the different attacks of the disease. General peri¬ 
tonitis, in three quarters of the cases, arises in a first 
attack. The importance of coming to a sound 
conclusion in any case is therefore great, and as it 
is often most difficult to say at the onset what will 
be the progress of the disease if no operation is 
done, the wiser plan is to place the decision of 
“ non-operation ” on other shoulders. There may 
be instances, and I have known such, when it has 
been of the utmost importance that operation 
should not be done if it could be safely postponed 
for some hours; here you must be guided in your 
decision by the general condition of the patient 
and the examination of the abdomen. If the case 
has come on like a whirlwind, the fulminating 
variety, with vomiting, a high temperature, possibly 
a rigor, and much local pain, there can be no 
doubt as to the urgent necessity for surgical inter¬ 
ference. Unfortunately there are many of the cases 
of gangrenous appendicitis which are very insidious 
in their onset, and a fatal ending to the attack may 
be imminent before you have made up your mind 
as to the line of treatment to be pursued, and all 
within twenty-four hours. I can recall more than 
one such example, but the case of a young, recently 
married man comes most vividly before my mind’s 
eye. He was lying on his back, without pain, 
which had been severe at first, and answered 
questions in a good tone of voice ;'he was quite 
clear-headed. Symptoms of appendicitis had com¬ 
menced the day before, but had not been considered 
alarming. His face was somewhat blue and anxious, 
his eyes sunken, and nostrils working rapidly, 
whilst his pulse was 130. The abdomen was 
rather rigid on palpation, and dull on percussion 
in the right flank. A bad prognosis was given, and 
the man did not long survive a rapid operation, 
which included removal of a gangrenous appendix 
with the insertion of a drainage-tube into the 
pelvis, which was full of pus. He was, as you 
will notice, suffering already from profound 


toxaemia. I think the most important indication 
that operation must not be delayed is increasing 
rapidity of the pulse. At other times it is the 
facial aspect alone, as in a case admitted to St. 
Thomas’s Hospital October 30th last where opera¬ 
tion was urged because the patient, a small boy, was 
looking very ill. Operation was performed at once, 
in spite of the presence of a localised swelling in 
the iliac region, a pulse of less than 100, and a 
temperature of ioo° F. The abdominal wall was 
quite flaccid, and he complained only of tenderness 
on pressure over the swelling. Yet we found a 
big gangrenous appendix, which had given way, 
a large concretion in it, and a localised collec¬ 
tion of pus of very faeculent character which was 
leaking into the pelvis. 

The question as to advisability of removal ol 
the appendix is again asked when your patient has 
recovered from the first attack and all signs and 
symptoms of disease are gone. Meanwhile it must 
not be taken for granted that the attack will be 
without complications, although it is apparently an 
ordinary one at the start. On the day your 
Secretary honoured me by the invitation for to¬ 
night, I had to operate on two cases of sub- 
diaphragmatic abscess, by the transpleural method, 
and in one of them an attack of appendicitis had 
been treated on medical principles, and there had 
been no direct evidence of pus formation in the 
region of the appendix. We are apt to forget that 
appendicitis is a septic disease, and that suppura¬ 
tion occurs in most without the presence of pus 
being demonstrated. In the other patient the 
appendix had been removed by an experienced 
operator, who had found pus about the caecum, 
and had been obliged to employ drainage. 

There are very few cases where it is really safe 
to leave the appendix after an attack, no matter 
how mild, for we can never say what the next 
attack may be like, nor under what circumstances 
the patient may be placed as regards habitation, 
surroundings, and the possibility of medical help. 
One patient had a further attack on the continent 
when in a village to which a medical man came 
once a month. 

When the second attack has been violent, with 
peritonitis, I have been told: (1) “Yes, he had an 
attack of abdominal pain, which I thought was a 
mild attack of appendicitis, four months ago.” (2) 
“ No, he had never any attack of appendicitis, but 




MR. BATTLE. 


[Jan. 24, 1912. 245 


The Clinical Journal. ] 

last year he did see a doctor because of pain in his 
stomach—the doctor said it was ‘a stomach-ache.’ ” 
{3) “ Yes, he had an attack of appendicitis, but 1 
the doctor said if he had another the appendix | 
might easily be removed then ; the patient had 
obtained a new post in a new district and a new j 
doctor did not appreciate the serious nature of the 
second attack until it was too late.” (4) In another 
instance, “No, he never had an attack of appendi¬ 
citis, but some months ago he had an illness when 
in South Africa ; his father had typhoid fever and 
he had fever at the same time.” A few questions 
showed this illness to have been of a fortnight’s 
duration ; in the early part of the illness there had 1 
been fever, and he remembered a swelling in the 1 
abdomen, and, yes ! it was low down in the right : 
side. I need not multiply these instances ; they 1 
seem to show that the first attack in some of the 
acute cases may have been comparatively trivial— ( 
almost forgotten or misinterpreted. The patients 
had warning that the appendix was unsafe; the j 
warning was neglected with disastrous consequences. 1 
Even if a patient escapes with his life he is seriously 
affected by an attack of acute septic peritonitis, and 
may be more or less permanently crippled in health 
for months. I sometimes think a patient with a 
diseased appendix is like a man sitting on a powder 
magazine and lighting his pipe—he may escape 
injury, he may be burnt or maimed, or completely 
destroyed. i 

It is not long since I advised the removal of an 
appendix in a man of forty-five years of age, but he 
had got over a second attack, and probably con¬ 
sidered me an alarmist too fond of the knife; but 
an attack of peritonitis a few months later made 
him glad to get surgical assistance as soon as 
possible. A few hours’ further delay and things 
would have gone very badly with him, for not only 
was he a stout individual, but he was accustomed 
to live freely, and there was much pus in the pelvis 
and about the caecum. 

For many years I have held the opinion, founded 
on experience, that the formation of an abscess 
during an attack does not in any way free a patient 
from the know'n dangers besetting the unfor¬ 
tunate possessor of a diseased appendix. The 
late Sir W. Mitchell Banks wrote boldly to the 
effect that if an abscess occurred the appendix was 
destroyed by the suppurative process and the 
patient became freed from any danger of future I 


attacks. This was accepted as stated, and for 
some time guided the practice of many other 
surgeons. Sir F. Treves finally only modified his 
opinion, and made a concession on this point at the 
last discussion on the subject at the late Medico- 
Chirurgical. Society. He said then that he did 
not think appendicectomy necessary if there had 
been a concretion in the pus of the abscess, or if 
the appendix had sloughed away. But it does not 
| do to assume the presence of one concretion only ; 
there may be many ; the appendix may also be 
structured, and the slough only a partial one, sepa¬ 
rated distal to it. 

I have now removed many appendices after 
abscess, and in only one or two were the parts at 
all normal, even to the naked eye before section. 
Clinically an abscess has been so frequently followed 
by a return of appendicitis, another abscess, or an 
attack of suppurative peritonitis that my colleagues 
at St. Thomas’s also make it a rule now to remove 
the appendix in these cases if it was not done at 
the time the abscess was evacuated. Objection 
has been made to this secondary removal on the 
score of difficulty, and therefore increased danger, 
but in practised hands there should be no more 
risk than there is in excision after the ordinary 
attack. The only doubtful point which required 
to be decided was that of the need for this removal. 

Think what an amount of pain, prolonged 
illness, dangerous complications and attendant 
risks and expense would be saved if in all cases 
1 the appendix was excised within the first twenty- 
four hours, preferably the earliest possible moment 
j after the beginning of symptoms ; perhaps this will 
I be more evident if I give you some statistics. It 
! would be easy to give you these statistics from 
| foreign sources, for there are many published, but 
those available from London Hospitals are equally 
convincing and will appeal more strongly to you. 
In the ‘St. Thomas’s Hospital Reports’ for 1904 
there is a paper by Messrs. Wallace and Sargent, 
in which they give a summary of 1075 cases of 
appendicitis treated in the hospital during the ten 
years ending December, 1903. 


There were (t) without evi¬ 

Discharged. 

Died 

dent pus formations 

. 605 

4 

(2) With localised suppuration 

237 

42 

(3) With diffuse peritonitis 

24 . 

* 6 3 

making a total of 

866 . 

209 


Again, taking 1000 cases provided by Mr. Lett 
from the London Hospital Records (‘Brit. Med. 
Journ.,’ vol, i, 1905, p. 460), from July 1st, 1900, 
to August 15th, 1904, showing the total number of 
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cases with abscess, 396 recoveries and 35 deaths ; 
with peritonitis, 29 recoveries and 127 deaths. 

In addition there are reported 34 recoveries and 
5 deaths, after performance of the early operation. 1 
These figures speak for themselves, but only for the 
periods named, and better results attend operative , 
treatment in the cases complicated with peritonitis 
at the present day, but there is still too frequently 
a delay in bringing these cases to the hospital. 

Operation in the quiet period has been too long 1 
impressed on the minds of the profession as the 
counsel of perfection, and it is difficult to get that 
impression erased. A teaching ot the early days j 
of the surgery of the appendix was the safety, of 
operations in the quiet period; this was widely 
and strenuously advocated, and in consequence the 
profession came to wait for the quiet period. We 
have advanced much beyond the knowledge of 
twenty years ago, and experience compels us to 
confess that there is only one reliable method of | 
saving life in acute cases, and that is to operate as 
soon as possible My advice to you is to 
remember that the earlier the operation, the better 
for the patient. It is no use putting off until the 
morning; it may be then too late in a fulminating j 
case, and in one less acute may make the diffe¬ 
rence between drainage and no drainage—a con¬ 
siderable gain or loss to the patient. 

The majority of patients who have had an \ 
attack of appendicitis should then, in my opinion, 
have the appendix removed. The position should \ 
be explained to them ; they can then do what they 
like. At all events, the responsibility no longer 
rests with you. The mortality in removal during 
the quiet period should not be more than 1 per 
cent. In the practice of some surgeons I have no 
doubt it is less. But in order to keep it so, the 
appendix must be quiet, as ascertained by the j 
temperature and the absence of tenderness. 1 

My operations during the quiet period have all 
been performed by the same method, that of 
temporary displacement of the rectus muscle, 
which is afterwards permitted to return to its 
normal position. These operations (including 
about 200 of removal after abscess) number rather j 
more than 600, and show a mortality of only one | 
case—from staphylococcic peritonitis. There is, 
therefore, not much risk by this method of opera- j 
tion, which I believe has advantages which are not j 
possessed by any other of the methods known. A 
hernia does not follow, nor does the patient require 
to wear any belt or apparatus. 

Moreover, this method of operation gives direct 
access to the caecal region and permits the surgeon 
to see what he is doing. It can be prolonged 
upwards or downwards to any extent, without 
cutting any muscular fibres. Any disease on the 
right side of the pelvis can be easily dealt with at 
the same time and through the one incision. 

'January 22nd, 1912. 


A CLINICAL DEMONSTRATION OF 
CASES OF SKIN DISEASE.* 

By J. M. H. MACLEOD, M.D., M.R.C.P., 

Physician for Diseases of the Skin, Charing Cross 
Hospital and Victoria Hospital lor Children. 


Gentlemen, —The group of cases which I have 
the pleasure of bringing before your notice this 
afternoon have been chosen, not so much on 
account of their rarity, as because they are cases 
which you are liable to encounter any day in 
general practice, and the correct diagnosis and 
proper treatment of which are of the utmost im¬ 
portance. 

Case 1.—Lupus Erythematosus of the Scalp. 

The patient is a middle-aged woman who has 
suffered from this affection for about twenty years. 
The disease is entirely confined to the scalp, where 
it is present as a reddish bald patch, about the size 
of the palm of the hand, situated on the occipital 
region. This patch is well demarcated, irregular 
in outline, and has a reddish-pink appearance 
owing to the presence of numerous small dilated 
vessels ramifying around the orifices of the hair- 
follicles. The patch is completely bald and the 
surface is rough and pitted from the presence of 
adherent scales and small pits corresponding to the 
orifices of the hair-follicles. The diseased skin is 
more firmly adherent to the scalp than usual owing 
to the formation of a scar-tissue in the corium. 
Histologically there is a dilatation of the cutaneous 
vessels, especially those around the hair-follicles, a 
perivascular cellular infiltration, which tends to 
become formative in character with the production 
of scar-tissue, and a thickening of the horny la\er 
of the epidermis due to imperfectly cornified cells 
forming scales, which is especially marked at the 
mouths of the hair-follicles, where the scales takc 
the form of horny plugs, which tend to loosen and 
to be replaced by pits. 

The exact causation of this disease is uncertain. 
For a long time it was believed to be connected 
in some way with tuberculosis, but this view is 
losing ground. Histologically the architecture 
of the lesion does not in the least suggest a tuber¬ 
culous origin, repeated search for tubercle bacilli 

* At the Medical Graduates’ College. 
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has been unsuccessful, and inoculation experiments 
in lower animals have invariably given negative ! 
results. It has been asserted, however, that [ 
although it is not the result of the tubercle bacillus 
in situ it is an indirect result of it and is produced 
by the tuberculous toxin manufactured by bacilli 
elsewhere in the system and circulating in the 
cutaneous blood-vessels, in other words that it is 
a “ toxi-tuberculide.” The clinical arguments in j 
favour of this are that in a certain proportion of 
cases there is either a personal or a family history 
of tuberculosis, and that it is sometimes asso¬ 
ciated with skin lesions of a tuberculous nature. 
Against this view, however, is the important observa¬ 
tion that in spite of the vast numbers of injections 
of tuberculin which have been given both for 
diagnostic and curative purposes, no instance has 
occurred, so far as I am aware, in which an injec¬ 
tion has produced the disease. In the large 
majority of cases no evidence of tuberculosis can 
be detected, and where any evidence is present 
there is no proof that it is more than a coincidence, j 
and that it acts otherwise than as a predisposing 
factor by reducing the resisting power of the ■ 
patient. There are various facts, however, con- \ 
nected with lupus erythematosus which support the I 
view that in some cases at least it is the result of j 
the circulation of toxins in the blood ; for example, 
the clinical resemblance of the lesion to a toxic 
erythema may occasionally be so close as to suggest 
that the conditions differ in degree rather than in 
kind, and the fact that the acute type of the disease 
may occur in association with various forms of 
toxaemia connected with visceral disease, such as 
Bright’s disease and cirrhosis of the liver, would 
strengthen this view. 

With regard to this important subject it may be 
said in brief that the exact cause of it is at present 
unknown, but that the following predisposing causes 
have probably an influence on it. Hereditary 
weakness, enfeebled states of health resulting from 
any general morbid condition, a weak peripheral 
circulation and various circulatory disturbances 
arising from anaemia, organic heart disease, etc., 


or local microbic action, and (^) toxins reaching 
the skin via the blood-stream, such as those which 
result from imperfect metabolism in the alimentary 
tract, or from a defective state of the kidneys, liver 
or other organs. 

No* serious difficulty is presented in the dia¬ 
gnosis of lupus erythematosus of the scalp, the 
presence of the dilated blood-vessels and the pits 
being sufficient to distinguish it from alopecia 
areata. The prognosis is most unfavourable once 
it Wfcs established itself and baldness over the 
affected area is inevitable. The disease spreads 
slowly on the scalp, and as a rule after spreading 
for some time tends to remain stationary. 

The treatment consists in keeping the scalp as 
j healthy as possible so far as the circulation is 
! concerned by massage and in counteracting any 
co-existent pathological condition such as pityriasis, 
by washing, and the application of an antiseptic 
ointment such as one containing 2 per cent, 
salicylic acid and sulphur. The general health of 
the patient must at the same time be dealt with on 
general medical principles and any obvious defect 
in it corrected. 

Case 2.— Pityriasis Rosea in a Man, &t. 35 

YEARS. 

This eruption has been present for about a 
fortnight. It began with a single scaly patch of a 
rose-pink colour, with a well-defined border, oval 
in shape, which tended to fade in the centre to a 
yellowish tinge and was present on the left side of 
the neck. A week later the general eruption from 
which the patient is at present suffering broke out 
while the original or herald patch was still present, 
j The onset of the generalised eruption, which was 
! quite sudden and spontaneous, was not associated 
! with any definite coristitutional symptoms as it 
1 frequently is, such as feverishness, pains in the 
limbs or sore throat. It -consists of rose-coloured 
macules varying in size from a finger-nail to a 
shilling, somewhat irregular in outline, scaly on the 
surface, and a few larger lesions oval in shape with 
the long axis directed downwards and forwards at 
the side and transversely on the front of the 
abdomen which have a circinate appearance, with 
a well-marked border enclosing, a fawn-coloured 
i centre. A few of the small lesions have a scale on 


and a delicate condition of the blood-vessels in 
the situations most commonly affected owing to 
anatomical reasons. The direct causes responsible 
for it consist of (a) certain local causes, of which 
the most common are cold, excessive heat, sunlight, 
traumatism, bites from mosquitoes or other insects, 


the surface, which does not extend as far as the 
periphery of the lesions; there is no induration 
associated with the lesions, and on pressure with a 
piece of glass the redness can be completely 
obliterated. From the neck /the eruption had 
spread downwards on to the chest, arms, abdomen 
and thighs, but was absent from the face, hands 
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and feet. The glands in the regions where the 
eruption is profuse are slightly enlarged. The only 
subjective symptom which is associated with the 
eruption is itching, which is worse when the patient 
is warm in bed. Recently I have met with a 
number of cases of this affection in my clinics at 
Charing Cross Hospital and the Victoria Hospital 
for Children, while for months I may never see a 
case. There would appear, then, to be a tendency 
for the disease to occur in epidemic form, suggesting 
the possibility of infectivity, though no definite case 
of contagion has yet been reported. 

The cause of this condition is unknown, though 
the course of the disease with its “herald patch,” 
occasional general symptoms and widely distributed 
eruption, like an exanthem, would suggest the 
possibility of its being due to a micro-organism 
inoculated at the herald patch and subsequently 
becoming widely disseminated through the circula¬ 
tion, but up to the present no pathogenetic microbe 
has been established. 

One of the’diseases with which it is most liable 
to be confused is syphilis, and for purposes of com¬ 
parison I show you here: 

Case 3. 

A young man, aet. 23 years, who has a 
scaly secondary syphilide widely distributed over 
his skin and the remains of a chancre on the 
prepuce. The eruption in this case consists of 
scaly macules varying in size from a split-pea to a 
sixpence and present on the face, neck, trunk and 
limbs, the scalp, feet and hands being free from 
eruption, but the lesions in this case are browner 
in tint, more definitely raised, and leave a brown 
stain when pressed by a piece of glass ; the glands 
also are markedly enlarged and other corroborative 
evidences of syphilis are present such as the chancre 
and congestion of the fauces. 

The prognosis in the case of pityriasis rosea is 
excellent, the disease as a rule tending to disappear 
spontaneously in about six weeks. Its course, 
however, can be shortened by suitable treatment, 
and at the same time the subjective symptom 
of itching relieved. On the assumption that it is 
the result of the circulation in the blood of some 
microbe or toxin, I am in the habit of prescribing 
salicin in doses of 10 to 15 gr. three times a day, 
and at the same time correcting any digestive dis¬ 
turbance or tendency to constipation which may 
be present. 

With regard to the local treatment, considerable 
caution should be exercised in the choice of a 
remedy, for in a disease which tends to clear up 1 
spontaneously in a comparatively short time it is 
unwise to run the risk of aggravating it—which 
may easily be done—by unsuitable treatment, and 
I have seen not a few cases in which the condition ' 
has been markedly irritated and even transformed j 
into an acute dermatitis by the injudicious employ¬ 


ment of sulphur baths, strong sulphur ointments of 
other irritating local applications. I find the best 
treatment to consist of a daily warm alkaline bath 
containing borax 2 oz. and sodium bicarbonate 
2 oz. to the 30 gallons of warm water. In this 
' the patient should remain for a quarter of an hour, 

! during which time the skin should be rubbed with 
a non-irritating soap such as castile soap. After 
drying, the following cream should be rubbed into 
the skin : carbolic acid gr. v, prepared calamine 
5 j, zinc oxide 5 j, lime-water 5SS, and almond oil 3SS, 
j and a dusting powder containing 2 per cent, of 
| salicylic acid subsequently applied. After a week 
or ten days of this treatment there is generally 
marked improvement, but the skin may be ren¬ 
dered uncomfortably dry by it, in which case it 
should be anointed after an ordinary warm bath 
with almond oil or cold cream. 

Case 4.—Case of Ringworm of the Palm of 
the Hand. 

The patient is a man of middle age who came 
up to my clinic a week ago with a roundish scaly 
patch somewhat indefinite in outline, situated on 
the palm of his left hand and of a diameter of 
1 about an inch and a half. The patch was not 
| definitely raised, was slightly redder than the sur¬ 
rounding skin and desquamating in the centre, 
while towards the edges it had the appearance 
produced by the presence of inspissated sero-pus 
beneath the epidermis, the result of small dried-up 
blisters. On microscopical examination of^ scale 
the mycelial filaments of a trichophyton of ring- 
i worm were demonstrated. The case is shown on 
account of the difficulty of diagnosis which such 
cases present. In this man’s case there was an 
I irregular roundish exfoliating patch, which was not 
! definitely raised nor sufficiently defined to have 
' suggested ringworm unless to those familiar with this 
type of case; it might readily have been mistaken 
for a chronic eczematous condition of the palm 
or even for a palmar syphilide. In such cases the 
I final establishment of the diagnosis must rest with 
j the microscope, and where there is the least doubt 
1 a microscopical examination should invariably be 
I made. This is done quite simply by removing a 
scale from the surface of the lesion, spreading it 
upside down on a slide, adding a drop of the liquor 
, potassae, applying a cover-glass and examining the 
specimen with the high power of the microscope. 

The treatment of such a case is simple, and 
consists in painting twice daily with tincture of 
iodine 1 part and 90*per cent, spirits 4 parts. 
This causes a desquamation of the affected skin, 
and as the fungus is present in the superficial layers 
of the epidermis it comes away also. After suffi 
cient desquamation has been produced an ointment 
containing 3 per cent, salicylic acid and 12 per 
cent, zinc oxide should be substituted. 

January 22 nd, 1912. 
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THE DEATHS OF ENGLISH 
KINGS. 

By JAMES RAE, M.A., M.D. 

( Concluded from p. 240). 

Anne (Sister-in-law). 

Born February 6th, 1665 ; died (49) August 1st, 
1714, Kensington \ buried, Westminster. 

On Friday the 30th of July, she being then at 
Kensington, fell suddenly into a fit which took 
away her senses, but having recovered a little from 
this disorder, she seemed inclinable to make some 
changes in her Ministry. . . . But two days 

later, being Sunday August 1st, the Queen about 
eight in the morning relapsed into another fit 
whereof she died.— Memoirs of Queen Anne (ed. 
1729). 

On Wednesday December 23rd, her Majesty 
was very uneasy all night with the gout in her foot. 
The next morning it went entirely off and she said 
she was well, but about one o’clock that day her 
Majesty complained of a pain in her thigh; was 
seized with a violent rigor and horror which lasted 
two hours. Extreme heat followed, with intense 
thirst, great anxiety, restlessness and inquietude. 
The pulse was plenus , durus, jerratilis, et frequens, 
which symptoms I found next day at my arrival upon 
which I very much pressed bleeding, but it was not 
agreed to: and these symptoms continued in some 
measure till four o’clock on Saturday morning, at 
which time her Majesty fell asleep, and waked 
refreshed, and the next morning there was a perfect 
intermission of symptoms but the pulse in my 
opinion was not quiet. The next night about 
twelve she was attacked with an exacerbation of 
the fever which lasted all the day and I believe 
bill midnight if not all that night: for I was of 
opinion the pulse was not quiet the next day, 
though all the other symptoms of exacerbation 
went off. . . . No exacerbation appeared after 

this, but I all along declared that I did not like 
the pulse ; that there was no perfect intermission 
of the fever : but that the pulse was at work to 
separate the morbific matter into the gout or some 
worse shape. The pain in the thigh increased till 
three or four doses of the bark were given, and I 
laid a stress upon having that part examined, but 
it was called a fit of the gout though I answered it 


j could not properly be called so in the muscles. I 
! take this to be an inflammatory fever from a 
| translation of the gout, and not a common ague 
| or intermitting ague: that after near thirty-nine 
I hours’ continuance there was a perfect remission 
! but not intermission. 

I [Tuesday, $th January .] It was not ague but a 
| violent inflammatory fever which opinion is justified 
by a severe fit of the gout which came on Friday 
night last which was just the day of the crisis. 

On Thursday March nth the person was seized 
I with chilliness, vomiting, a pain in the leg : the pulse 
j very disordered and in manner as two months ago, 

! except that the person did not shiver but the 
! chilliness and cold continued twelve hours, and 
I was then succeeded by very great heat, thirst, and 
all the symptoms of high fever which lasted till the 
next evening. . . . On Sunday things were so 

well that a chicken was eaten with great appetite. 
Thank God they have not called this an ague 
though it was just the same case, nor given the 
bark remembering well they were forced to drop it 
last time.— Sloane MS. 4034-10. Quoted by Jesse. 

[26 th May ] The St. Anthony’s fire which broke 
out in her leg and thigh has considerably diminished 
the violence of her fever but it is believed on the 
other hand that a mortification may follow. She 
\ sleeps little and eats nothing.— Jesse (loc. cit.) 
j The disorders under which the Queen laboured 
| at length subsided into a state of lethargic uncon- 

i sciousness in which she continued for several days 

j 

before she died ... on the morning of the 
1st of August 1714 .—Jesse (loc. cit. 1, 319). 

| Post-morte?n examination. —Upon opening the 
' body of her late Majesty of blessed memory we 
! found a small umbilical hernia omentalis without 
I any excoriation, a large omentum well coloured, 

| no water in the cavity of the abdomen. The 
stomach thin and its inward coat too smooth. The 
| liver not schircous but very tender and flaccid as 
were all the rest of the viscera of the lower belly. 
The gall-bladder, kidneys and urinary bladder 
without any stone. There was a very small 
scorbutic ulcer on the left leg. We can give no 
further account being forbid making any other 
inspection than what was absolutely necessary for 
enbalming the body.— Guy's Hospital Gazette, 
1910. 

The Queen’s fondness for alcohol is often 


t 
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referred to in lampoons, and one obscene couplet, 
which was written on her statue actually begins 
with “ Brandy-faced Nan.” Just before the last 
Christmas of her life she had an attack of fever 
with pain in the thigh. This may have been due 
to gout—a diagnosis which is condemned by one 
of her physicians—to influenza, or to a chronic 
oophoritis which may have been caused by her 
alcoholism. The attack lasted at least a fortnight, 
and its abrupt onset is in favour of its being 
influenzal. The pain was relieved after the admini¬ 
stration of quinine, and was complicated by an 
acute attack of gout. In the middle of March a 
similar attack followed, and her health remained 
bad. Towards the end of May she seems to have 
had an attack of erysipelas which left her in a very 
weak state, and in no condition to sustain the 
agitation of her ministers’ quarrels. On July 30th 
she had a fit of apoplexy, followed by another and 
fatal one two days later. The pelvic viscera seem 
to have been healthy and the thorax and brain 
were not examined. 

George I (Second Cousin). 

Boni May 28th, 1660; died (67) June nth, 
1727, Ippenburen ; buried, Hanover. 

He was suddenly seized with a paralytic disorder 
on the road: he forthwith lost the faculty of speech, 
became lethargic, and was conveyed in a state of 
insensibility to Osnaburg. There he expired on 
Sunday the eleventh day of June. — T. Smollett. 

He had been ill at sea and continued so on the 
road, but would not stop. On Friday night he was 
taken ill with a severe purging and great sweating 
which weakened him very much. He would, 
however, go on, and upon Saturday lost his speech 
and the power of one side, but still made signs with 
his hand to proceed; and in the evening arrived at 
Osnaburg where he died about one o’clock on 
Sunday morning [June 1 ith]. —Afarchmont Papers, 
1 r, 411 (quoted by Jesse, loc. cit.). 

The King departed for Hanover on 3rd June, 
he enjoyed perfect health till he arrived at Delden. 
He was entertained by the Count de Twittel at a 
country house about twenty miles from that town. 
The King eat some melons after supper which 
probably caused the indigestion of which he died. 
He returned that evening to Delden, and set out 
early the next morning after having breakfasted on 
a cup of chocolate. On his arrival at Bentheim the 


King felt himself indisposed but continued his 
journey in opposition to the repeated entreaties of his 
suite. His indisposition increased, and when he 
arrived at Ippenburen he was quite lethargic, his 
hand fell down as if lifeless and his tongue hung out 
of his mouth. He gave, however, signs of life by 
continually crying out as well as he could articulate 
“ Osnaburg ; Osnaburg ! ” This impatience to 
reach Osnaburg induced his attendants to hasten 
on. The exact time and place of his death cannot 
be ascertained but it is most probable that he 
expired either as the carriage was ascending the 
I hill near Ippenburen or on the summit. On 
reaching the palace of his brother the Bishop of 
Osnaburg he was at once bled but without effect. 
— Coxe, Life of Walpole . 

In his journey towards Osnaburg, his birthplace, 
the King was accompanied by Melesina, Princess 
of Eberstein, one of his German mistresses, whom 
he made Duchess of Kendal. She had remained 
at Delden and was resuming her journey towards 
the King when she met the courier who had been 
sent back with the news of George’s death. His 
feast of melons seems to have made him ill: and 
for two days he was noticeably indisposed. Coma 
gradually supervened, after paralysis and aphasia 
had become evident. One may assume that the 
right side was paralysed, and that the middle 
cerebral artery had ruptured. The gradual onset, 
the age, and history of the King indicate that it was 
probably a cerebral haemorrhage. It may be noted 
that in October, 1723, he had an attack of coma, 
coming on gradually while he was at dinner and 
lasting several hours. Almost three hundred years 
had passed since a ruling King of England died 
abroad, and never before had one died or been 
buried out of either France or England. His end 
has certain features which recall John’s death over 
five hundred years previously. It is curious that 
his death should have occurred from much the same 
1 cause as his immediate predecessor’s, a resemblance 
which is found in the deaths of the last two Tudor 
sovereigns. 

I George II (Son). 

Born November 10th, 1683; died (77) October 
1 25th, 1760 ; buried, Westminster. 

| On 25th October he rose as usual at six, and 
, drank his chocolate. ... A quarter after 
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seven he went into a little closet. His German 
valet de chambre in waiting heard a noise and 
running in found the King lying dead on the floor. 
In falling he had cut his face against the corner of 
a bureau. He was laid on the bed and blooded, 
but not a drop followed : the ventricle of his heart 
had burst.— Walpole , History of George II. 

On 25th October, George II, King of Great 
Britain, without any previous disorder was in the 
morning suddenly seized with the agony of death 
at the palace at Kensington. He had risen at his 
usual hour, drank his chocolate and enquired about 
the wind as anxious for the arrival of the foreign 
mails. ... In a few minutes after this 
declaration while he remained in the chamber he 
fell down upon the floor: the noise of the fall 
brought his attendants into the room who lifted 
him on the bed where he desired in a faint voice 
that the princess Amelia might be called, but 
before she could reach the apartments he had 
expired. An attempt was made to bleed him but 
without effect, and indeed his malady was far 
beyond the reach of art: for when the cavity of the 
thorax or chest was opened and inspected by the 
serjeant surgeons, they found the right ventricle of 
the heart actually ruptured, and a great quantity of 
blood discharged through the aperture into the 
surrounding pericardium.— Smollett . 

The pericardium was found distended with 
nearly a pint of coagulated blood and on removing 
this a round orifice appeared in the middle of the 
upper side of the right ventricle, large enough to 
admit the extremity of the little finger. In the 
trunk of the aorta was found a transverse fissure on 
its inner side about inch long through which 
some blood had recently passed under its external 
coat and formed an elevated ecchymosis. The 
King had for some years often complained of 
distresses and sinkings about the region of the 
heart, and as his Majesty’s pulse was observed 
latterly to fail very much upon bleeding it was 
not doubted that the distension of the aorta 
had been of long standing.— H. Halford. 

Since this was in type I have become indebted 
to Sir William Osier for a reference to the post¬ 
mortem report on George II. This appears in the 
‘Transactions of the Royal Society,’ vol. i, 1761, 
and is by Francis Nicholls, M.D., F.R.S., who was 
court physician at the time of the death. Halford 


has merely quoted from this account, which states 
plainly that there was a slight aneurysm of the 
aorta. Halford is thus in no way at fault in his 
statements. 

The criticism passed on Halford receives some 
justification from the excerpt from his lecture. 
By speaking first merely of an extravasation of 
blood between the coats of the aorta, and then 
casually referring to an old-standing enlargement, 
he leaves it uncertain whether there were an expan¬ 
sion of the lumen or merely a dissecting aneurysm 
of the wall. But since there is a history of cardiac 
1 distress of some years’ duration, one may assume 
' that there was an old aneurysm of the aorta 
| which had penetrated the wall of the vessel, 
j The rupture of the ventricular wall may have 
I been due to fibroid degeneration of the myo- 
' cardium : but this is more common on the left 
S side than on the right. Both the aortitis and the 
fibroid change point to a previous history of 
syphilis. A rapid effusion of ten ounces of blood 
! into the pericardial sac is said to be enough to 
! cause instant death. As the amount in the present 
! case was nearly double that quantity Walpole’s 
j version is more likely to be correct than Smollett’s. 
But it is quite possible that the King did speak for 
a few minutes. The princess was so nearly blind 
| that even when she stooped over her father she 
| did not realise that he was dead, having been told 
■ only that he had fainted. Such a mode of death is 
known to occur, the person having had no previous 
symptoms It will be remembered that the late 
Empress Elizabeth of Austria was stabbed in the 
] left ventricle, but walked about two hundred yards, 

| boarded a steamer, and spoke to her attendants 
! before she died. 

I The room in which George II, died is on the 
1 ground floor of the Palace. 

! George III {Grandson). 

! Born June 4th, 1738; died (81) January 29th, 

1 1820, Windsor; buried\ Windsor, 
j Three months since a gradual loss of strength 
and flesh were perceptible. ... A slight bowel 
attack about six weeks ago gave considerable alarm 
and though it lasted but two days it left his Majesty 
much debilitated. No actual bodily malady existed 
from that time until the early part of last week 
when the renewal of the bowel complaint showed 
that the bodily functions had lost their power. 
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Everything that he took passed through him as he I 
received it. —Observer {February 6 th, 1820). 

His Majesty about two months ago after suffering 
much from a severe cold, was attacked by a species 
of slight diarrhoea, but after some days, the dis- . 
order yielded to anodyne and astringent medicines. 
With the last fortnight, however, the disorder had 1 
returned with more violent symptoms and con- ! 
tinued unabated, The decay though rapid was 
unaccompanied with many violent and sudden t 
changes. His Majesty in the early access of his j 
second attack rejected animal food. A few days 1 
before his death he became reduced almost to a 
skeleton. It was not till within two days of his 
decease that he kept his bed entirely.— Aberdeen 
Journal (February 6 th , 1820). 

In November, 1819, he suffered from a severe 
cold, and later on from a slight species of diarrhoea, 
which after some days yielded to anodyne and 
astringent medicines. About the 6th of January 
the disorder returned with greater violence and 
made visible inroads on his strength. He suffered 
much from chilliness, although the temperature 
of his rooms was kept high. It was not until 
within two days of his death that he kept his 
bed entirely; although before this he had risen 
later than was his custom. In the morning of the 
29th January he became much weaker and at 
8.35 p.m. he died without a struggle or apparently 
having any pain. His sanity did not return in his 
last hours.— The Times ( January 31 st, 1820). 

Although memoirs of this period are surprisingly 
deficient in records of the King’s last illness, news¬ 
papers now become available as authorities, j 
George III seems to have died merely of senile I 
decay, and probably owed his prolonged existence 
to the protection given him by his insanity. He 
was totally blind and deaf and for ten years had 
never had a sane interval. The reports on his 
alienation which his physicians presented to the | 
House of Lords are not quoted. His physical 
health seems to have been good until the last few 
months of his life. His father died apparently 
from abscess of the lung, and his grandfather 
reached the age of seventy-seven. 

George IV (Son). 

Born , August 12th, 1762 : died (67), June 26th, 
1830, Windsor; buried , Windsor. 


15//* April. —His Majesty has had a bilious 
attack accompanied by an embarrassment in 
breathing. His Majesty though free from fever is 
languid and weak. 

19 th April. —His Majesty continues to suffer 
occasionally from attacks of embarrassment in his 
breathing. 

27 th April. —The King continues as well as his 
Majesty has been for several days past until this 
morning, when his Majesty experienced a return of 
the embarrassment of his breathing. His Majesty 
is now again better. 

1 st May. —The King felt himself better all 
yesterday, but his Majesty has passed but an 
indifferent night. 

1 6 th May. —The King has not had a very good 
night, but still his Majesty feels himself better. 

23 rd May .—The King passed a good night, but 
his Majesty suffered from the embarrassment in 
his breathing occasionally. 

Sth June. —The King passed a very distressing 
day yesterday, but his Majesty has had some 
refreshing sleep in the night, and is better this 
morning. 

19 th June. —The King has not slept well. His 
Majesty has found his respiration more difficult 
from time to time in the night. 

20 th June. —The King’s rest has been inter¬ 
rupted by cough, with expectoration during the 
night, His Majesty complains less however, this 
morning. 

24/// June. —The King’s cough continues, with 
considerable expectoration. His Majesty has slept 
at intervals in the night, but complains of great 
languor to day. 

25 th June .—The King has slept at intervals 
during the night, the cough and expectoration 
continue much the same, but his Majesty is more 
languid and weak. 

2 6 th June .—It has pleased Almighty God to 
take from this w’orld the King’s most excellent 
Majesty. The King expired at a quarter past 
three o’clock this morning without pain. —Official 
Bulletins , Lancet, 1830. 

1 st May. —The King is in a very uncertain state 
indeed: the opinion of the medical men is that 
there is an accumulation of fat in the region of 
the heart which produces the embarrassment 
of breathing and palpitation. The disease is not 
water on the chest nor asthma.— Private Letter . 
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29 th June .—During the last few days his 
Majesty’s constitution evinced appearances of the 
rapid approach of dissolution. On Thursday and 
Friday (June 24th and 25th) except when painfully 
suffering from paroxysms of coughing and ex¬ 
pectoration the Royal sufferer remained in a state 
of stupor apparently free from bodily pain. On 
Friday about the middle of the day the attendant 
physicians perceived that their royal patient was 
rapidly sinking. His Majesty languished until a 
quarter past three o’clock on Saturday morning, 
when without the slightest indication of pain he 
quietly breathed his last. 

His late Majesty laboured under a complication 
of disorders. The pulsation of the heart was 
impeded and the action of the pulse was affected. 
There was also an effusion of water under the skin; 
there might also be water in other parts but the 
King could not be considered to have the dropsy 
as it is generally understood. When the cough 
and expectoration made their appearance, his 
Majesty got rid of all his other symptoms. These 
however proved the cause of his death. The lungs 
latterly became affected, and the effect of the cough 
and expectoration was very weakening. The 
bursting of a blood-vessel during one of his 
Majesty’s violent attacks of coughing accelerated 
the event and it became apparent on Friday that 
the period of dissolution might soon arrive. . . . 

The King did not suffer pain, indeed his Majesty 
expressed himself as feeling quite well but very 
tired and disposed to sleep. The dropsical 
symptoms had entirely disappeared and the cough 
and expectoration might have continued some time 
longer without destroying life, but in one of his 
Majesty’s violent attacks of cough a small blood¬ 
vessel gave way and loss of blood quickened the 
exhaustion of his frame .—Aberdeen Journal . 

The cough seems to be dependent on the 
impeded flow of blood through the left side of the 
heart by which it was thrown back upon the lungs 
so as to produce congestion. Considerable portions 
of the lungs are congested from the previous attacks 
of inflammation with which His Majesty has been 
repeatedly afflicted. His sufferings towards the 
last were considerably alleviated excepting during 
the fits of coughing. On Friday night he appeared 
tranquil and slept at intervals: the expectoration 
had ceased in the early part of the evening: about 
three o’clock on Saturday morning he asked to be 


removed from his bed to his night chair. In this 

i 

; position partial relief was afforded but in a few 
I minutes he appeared very faint, asked for sal volatile 
j and expired almost instantly after. — Observer , 
June 28 th, 1830. 

i The body exhibited but little sign of putrefaction 
and the anasarca had disappeared excepting some 
slight remains of it in the thighs. Notwithstanding 
| the apparent emaciation of His Majesty’s person, 
a very large quantity of fat was found between the 
! skin and the abdominal muscles. The omentum 
j and all those parts in which fat is usually deposited 
were excessively loaded with it. The abdomen 
; did not contain more than an ounce of water. The 
j stomach and intestines were somewhat contracted ; 
they were of a darker colour than natural in conse¬ 
quence of their containing mucus tinged with 
| blood, and in the stomach was found a clot of pure 
| blood weighing about six ounces. The liver was 
I pale and had an unhealthy granulated appearance, 
j The spleen, although larger than usual, was not 
otherwise diseased, and the pancreas was in a sound 
state. The sigmoid flexure of the large intestine 
had formed unnatural adhesions to the bladder, 
accompanied by a solid inflammatory deposit of 
the size of an orange. Upon a careful examina¬ 
tion of this tumour, a sac or cavity was found in 
its centre, which contained an urinary calculus of 
the size of a filbert, and this cavity communicated 
by means of a small aperture with the interior of 
the bladder at its fundus. In other respects the 
bladder was healthy and the prostate gland did not 
! appear to be enlarged. The kidneys were also free 
from disease. Thorax : Two pints of water were 
found in the cavity of the right side, and three 
pints and three quarters in the left side of the 
chest. The left lung was considerably diminished. 
The lower edge of each lobe of the lungs had a 
remarkable fringe, which upon examination was 
found to be formed by a deposit of fat. The 
substance of the lungs had undergone no change 
of structure, but the mucous membrane lining the 
j air tubes was of a dark colour in consequence of 
I its vessels being turgid with blood. The pericar- 
I dium contained about half an ounce of fluid, but 
j its opposite surfaces in several parts adhered to 
| each other from inflammation at some remote 
period. Upon the surface of the heart and peri¬ 
cardium there was a large quantity of fat, and the 
muscular substance of the heart was so tender as 
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to be lacerated by the slightest force. It was much 
larger than natural. Its cavities upon the right 
side presented no unusual appearance, but those 
on the left side were much dilate*!, more especially 
the auricle. The three semilunar valves at. the 
beginning of the aorta were ossified throughout 
their substance and the inner coat of that blood¬ 
vessel presented an irregular surface and was in 
many parts ossified. The immediate cause of His 
Majesty’s dissolution was the rupture of a blood¬ 
vessel in the stomach. — The Lancet , 1830. 

In all sixty-six official bulletins were issued but 
all were revised by the King, and the few I 
have quoted show how little information they gave 
ev^n when he was in a dying state. His illness 
began in January with a severe cough, and for this 
large amounts of blood were removed from 
him at four sittings. He had at this time no 
sign of gout in the extremities. His health Was 
better until the early part of March. A hard dry 
cough and wheezing respiration persisted, and at 
the end of March he had much pain in some part 
in the urinary passages. His heart was then 

noticed to be affected. On April 12th he rode 
in the park for the iast time, and while there com¬ 
plained of pain and faintness. In the beginning 
of June his legs were punctured to relieve dropsy, 
and the expectoration became free, containing 
much mucus ; some difficulty in micturition 
persistedi The King had a great dread of dropsy, 
from which his brother the Duke of York had 
suffered, but made no reduction in his diet. The 
report on the necropsy (by Sir Astley Cooper) 
renders detailed comment unnecessary. The 
vessel responsible for the gastrostaxis is not named. 
The liver was evidently cirrhotic; pericarditis was ! 
present; lungs and heart showed much fatty over- I 
growth; bronchitis was present; and probably 
there was fatty degeneration of the myocardium j 
with marked atheroma of the aortic valve and the 
aorta. During his last years George IV had some 
remarkable delusions. 

William IV {Brother), 

Born August 21st, 1765 ; died (72) June 20th, 
1837, Windsor; buried , Windsor. 

2nd June .—The King has been desperately ill, his 
pulse down at thirty: they think he will now get 
over it for this time. 


11 th June .—The King’s state was bad enough 
though not for the moment alarming; no disease 
but excessive weakness without power of rallying. 
On Wednesday it was announced for the first time 
that the King was alarmingly ill; on Thursday the 
account was-no better. 

19/// June .—Yesterday the King was sinking 
fast. 

21 st June .—The King died at twenty minutes 
after two. o’clock yesterday morning.— Charles 
Greville {Memoirs), 

29th May. — His Majesty is suffering from a 
species of asthma. 

8th June. —His Majesty's illness is what has been 
called the u hay fever ” a species of feverish asthma 
accompanied with or occasioned by a troublesome 
defluxion upon the lungs. 

14 th June.— On the afternoon of Monday after 
| many distressing paroxysms of coughing and an 
increased inability to throw off the cause by 
expectoration he was attacked by “cold shiverings,” 
and this distressing symptom.continued at intervals 
throughout the day. 

During the embalming it was ascertained that the 
immediate cause of his Majesty’s death was inflam¬ 
mation of the upper part of the lungs, and more¬ 
over that such was the general debility and 
disorganisation of the entire system, it was im¬ 
possible for him to have lived many months even 
had the inflammation above mentioned been re¬ 
moved.— Aberdeen Journal , 1837. 

9 th June. —The King has suffered for some time 
from an affection of the chest, which confines his 
Majesty to his apartment and has produced con¬ 
siderable weakness but has not interrupted his 
usual attention to business. 

16 th June. —The King has had a good night and 
the symptoms of his Majesty’s disorder are less 
urgent. His Majesty is feeble but his attention to 
business has scarcely been interrupted. 

1 8th June .—The symptoms of the King’s disease 
, have not increased, but his Majesty is more feeble 
I to-day. 

| 19 th June .—The King continues in a very weak 

! and feeble state, notwithstanding his Majesty had 
some quiet sleep in the night. After transacting 
his usual business yesterday his Majesty received 
the Sacrament. 

20 th June .—His Majesty expired at twelve 
I minutes past two o’clock this morning. 
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In the right cavity of the.chest was an effusion 
of about 14 ounces of serous fluid. The lung 
on that side was nowhere adherent, the vessels of 
the lower lobe were very much tinged with blood, 
and the air cells contained a mucous and serous 
fluid having a bloody tinge. The left lung adhered 
generally and with great firmness to the surface of 
the pleura lining the chest. These adhesions appear 
to have resulted from former attacks of inflamma¬ 
tion. The vessels of this lung were also tinged with 
blood and its lower portion was somewhat indurated. 
The rings of the trachea and bronchi were ossified 
to a great extent: and the lining membrane was of 
a dark colour in consequence of the distended 
state of the vessels. The pericardium adhered 
universally to the surface of the heart, but these 
adhesions were slight and appeared to be of very 
recent formation. The heart itself was large and 
softened in its texture. Its right side was extremely 
distended with blood, but exhibited no marks of I 
organic disease. On the left side of the heart the 
mitral valves were found to be ossified : and the 
three semilunar valves of the aorta were in the 
same state. The ossification was in two of them 
to such an extent that it must have materially 
interfered with their functions. The coats of the 
aorta were much thickened, and on its inner 


tion was present, with valvular disease as it was in 
his predecessor’s heart. This may explain the low 
pulse-rate mentioned in the first quotation from 
Greville. The acute disorders present were pleuro¬ 
pneumonia on the right side with effusion, and 
pericarditis, and at his age William must have 
offered little resistance to such an infection. 

Conclusion. 

I have now set out all my evidence as to the 
deaths of these occupants of the throne of England, 
and have stated what I believe are fair inferences 
to be drawn from that evidence. 

I now proceed to summarise what I have related 
in the foregoing pages. 

Deaths due to Senile Decay, 

Henry III. George III. 

Richard Cromwell. 

Deaths by Violence. 

William II. Edward V. 

Richard I. Richard III. 

Edward II. Charles I. 

Henry VI. 

In considering the deaths due to disease one finds 
that some of them may be placed under more than 
one head. These are shown by the italics. 


membrane there were several deposits of earthy 
matter. The liver was somewhat enlarged and 
hardened, and was of a granulated structure 
throughout. The gall-bladder was extremely con¬ 
tracted and contained but little bile. The spleen 
was increased to double its natural size and a large 
portion of its. surface was covered with a carti¬ 
laginous deposit. The pancreas was enlarged and 
indurated. The stomach and intestines were 
healthy except at one part of the large intestine, 
which was narrowed by a thickening of its inner 
membrane. The right kidney was quite sound, 
but the left was unusually vascular, and exhibited 
a granular appearance; the investing membrane 
adhered very slightly to it. The bladder was in a 
healthy state .—Lancet (1830). 

William was almost seventy-two years old when 
he died. He had cirrhotic liver and gouty 
kidney; the annular thickening of the colon may 
have been malignant or merely fibrous and possibly 
syphilitic, but does not seem to have been enough 
to have caused obstruction. Myocardial degenera¬ 
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Six Kings are not included in the foregoing 
lists. Richard II died of anorexia nervosa; 
Charles II of uraemia; Henry VII and Philip of 
gout. Charles’s renal condition was probably 
produced by this last disease; it may have been 
due to syphilis, but if he were syphilitic he would 
not have had fifty-three natural children as he is 
reputed to have had. Surprising though this 
number may seem, one must add that the record 
number for royal paternity in modern times is said 
to be that of Augustus the Strong, Elector of 
Saxony, who lived in the early eighteenth century, 
and is credited with an illegitimate family of over 
three hundred and fifty. 

Another classification of the list of rulers 
suggests itself. To take first the “campaigning 
kings”: Richard I and Richard III died of 
wounds; Henry IV and William III maybe set 
aside as exceptions. But the others of this class, 
in which are included these four and William I, 
Henry II, John, Edward I, and Henry V, all died 
suffering from a dysenteric disease, whether it were 
the actual cause of death or not; I designedly 
include Henry IPs “fever” in this. The disorder 
in these cases was due to the conditions in which 
the Kings had been living for some time previous 
to their death. It is possible that some of them 
died from enteric fever, but one cannot be precise 
on this point. The season of year had little 
influence in this way, as is seen from the subjoined 

Calendar of Deaths . 

January. —28th, Henry VIII; 29th, George III: 
30th, Charles I. 

February. —6th, Charles II ; 14th, Richard II. 

March .—8th, William III ; 20th, Henry IV; 
24th, Elizabeth ; 27th, James I. 

April .—7th, Richard I; 9th, Edward IV; 
22nd, Henry VII. 

May. —21 st, Henry VI. 

June. — nth, George I; 20th, William IV : 
21 st, Edward III; 26th, George IV. 

July. —6th, Henry II and Edward VI ; 
7 th, Edward I; 12th, Richard Cromwell. 

August. —1st, ^ Anne ; 2nd, William II ; 
22nd, Richard III; 31st, Henry V. 

September. —3rd, Oliver Cromwell; 6th, William I; 
13th, Philip; 16th, James II; 22nd, Edward II; 
unknown day, Edward V. 

October .—18th, John; 25th, Stephen and George 
II. 

November .—16th, Henry III; 17th, Mary I. 

December .—1st, Henry I; 28th, Mary II. 


There seems to be no hereditary disorder, but by 
taking the names in four groups and allowing for 
certain exceptions one can find an interesting 
chronological succession in the diseases. Thus of 
the first nine kings two died of violence but six died 
suffering from some intestinal disorder. The 
second group of nine contains four deaths by- 
violence, two from syphilis, and one of intestinal 
origin. There is only one respiratory disease here, 
but in the next group of five, four are respiratory. 
Among the remaining fifteen rulers are two deaths 
from old age, one death by violence, and one from 
smallpox. The other eleven all died of some 
blood disorder, either internal haemorrhage, as five 
did, or some blood intoxication, such as malaria, 
pneumonia, or uraemia, as we find in the other six 
cases. The dates for the first group are 1087-130 7: 
a time when the kings had no thought of any 
“responsibility to their people,” and adopted habits 
which had no restraint save from their own 
whim. In the second period of 1327-1485 there 
were continual conflicts for power, and deaths by 
violence predominate. Between 1509 and 1603 
England was exposed to various epidemics, which 
may be considered to have killed the last two 
Tudors. With 1625 we begin a time of changing 
domestic habits and synchronous lack of sanitation. 
In 1685 sets in the era of fatal blood trouble. Of 
four rulers who died from internal haemorrhage 
during this period, three had syphilis. In truth, 
the last two male Stuarts were not a whit worse as 
individuals than the first two Hanoverian rulers, 
which shows that it was in their public capacity that 
the Stuarts were rejected by the nation. 

As seven of these rulers died violently, kingship 
may justly be considered a dangerous occupation. 
This risk would have to be considered in calcu¬ 
lating a monarch’s “expectation of life,” but the 
number here considered is much too small to be 
of use in this way. Still, one may mention that 
the average age for these thirty-eight persons was 
53 years, 5 months, 20 days. Apart from the two 
boy kings, the youngest to die was Mary II, at 
thirty-two, the cause being smallpox. The average 
age of the seven who died from violence was under 
thirty-nine; of the six who suffered from some 
intestinal disorder, fifty-four: the same number 
died from blood intoxication at an average age of 
sixty-one. The five who died from internal 
haemorrhage lived on the average sixty-five years 
and a half. Twenty-two of the total number 
exceeded the age of fifty-one, but the sixth decade 
claimed ten of these. The mean age at death for 
males is forty-five, consequently these persons are 
to be regarded as long-lived. Another interesting 
point is that so few should have died of internal 
haemorrhage, a death to which their mode of life— 
sedentary in the latter part—and mental overwork 
would at first sight have disposed them. 

January 22 nd, 1912. 
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A CLINICAL LECTURE 

ON 

SOME POINTS IN THE DIAGNOSIS 
OF PLEURITIC EFFUSION. 

Delivered at the Polyclinic. 

By FREDERICK TAYLOR, M.D., F.R.C.P., 

Consulting Physician, Guy’s Hospital. 

Gentlemen, — I feel a little diffident about 
approaching such a hackneyed subject as pleuritic 
effusion and its diagnosis. For, of course, you 
have all seen a great deal of it as students and in 
practice, and you may perhaps think it is very 
unlikely that I can tell you anything you do not 
know already. But in the course of years one sees 
a great variety of cases, and it occurred to me when 
asked to lecture here to-day that possibly I might 
be able to put the subject of pleuritic effusion 
before you in a different way from that in which 
you have already considered it. 

In respect of diagnosis you all know that the 
usual physical signs of pleuritic effusion, say, at the 
back of the left chest, consist of dulness, deficiency 
or absence of breath-sounds, deficiency or absence 
of vocal resonance, and deficiency or absence of 
tactile vocal fremitus. There are other signs, but 
we very frequently make a diagnosis, so,far as 
physical signs are concerned, on those four con 
ditions alone. I want to call special attention to 
the fact that these are all negative signs. There is 
no positive evidence in those signs alone that any 
fluid is in the chest. Can negatives prove a 
positive? In the usual run of cases the physical signs 
exhibited are these: that there is no resonance—that 
is what clulness means—it is negative. There is no 
breath-sound ; there is no voice-sound; and there 
is no tactile vibration. If you examine the top of 
the shoulder, the deltoid, or the gluteal muscle, you 
will find as much evidence of fluid in them, as you 
do, by the above physical signs in the chest. No 
doubt in many cases other signs are present, positive 
signs which I shall consider presently. 
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I have sometimes amused or perhaps annoyed 
my house-physician by saying that when he thought 
he diagnosed fluid by the physical signs to which I 
have just referred he did not by those means dia- j 
gnose fluid. He really diagnosed fluid because the 
patient had been ill only a few days and probably 
had had pain in the side, and when my friend found 
that those physical signs were present he really 
argued as follows : “ There is something there 
which prevents the lung coming to the surface ; and 
seeing that the patient has been ill only a short time 
and has evidence from fever and local pain that 
inflammation is present, the most likely thing is 
that it is fluid.” That I maintain is the basis of our 
evidence of fluid in the ordinary way. Because 
pleuritic eifusion occurring in that way is so frequent 
we jump quickly to the right conclusion. If you say 
to yourself simply—There is evidence that healthy 
lung is not present; there is an absence of all the 
signs which indicate healthy lung ;,and if then you 
ignore the history and all the other abnormal 
conditions of the patient you may wrongly ] 
diagnose pleuritic effusions when some other | 
pathological condition is present. For instance, 
on the right side, abscess of the liver or hydatid of | 
the liver; on the left side the distended pericardium 
pressing on the lung and producing exactly the same 
physical signs; or ascites pressing upward from 
below and compressing the lung. That is to say, 
if the case is a chronic one, if the patient has 
lesions in other organs adjacent to the chest, you j 
ought not hastily to diagnose pleuritic effusion, | 
but ought to consider all the other possibilities. 
Therefore I wish to put before you that which I 
regard as a logical consideration of the evidences of 
pleuritic effusion. 

I should like to mention a few illustrative cases. 
These cases may be divided into groups. The 
first group consists of cases in which we think 
there is fluid and find there is none. A doctor 
was taken, at a time when influenza was rife, with 
febrile reaction and some pain in the left side. 
The pain was not a prominent feature but the 
febrile reaction was, and within eight or ten days 
he had dulness, loss of tactile vibration, and loss 
of breath sounds over two thirds of the left chest 
behind. Naturally under those circumstances it 
was concluded that he had pleuritic effusion. In 
the course of a few days he was explored and no 
pleuritic effusion was drawn off. He was explored 


over and over again during the next two or three 
months but no effusion was drawn off. Ultimately 
it was seen that he had cancer of the left bronchus 
which had caused collapse of the lung, and' sub¬ 
sequently, indeed, caused bronchiectasis, but with¬ 
out the occurrence of pleuritic effusion. 

In another case the patient had all the physical 
signs of pleuritic effusion and was explored but 
nothing was drawn off. He was explored again 
with the same result. . But the operator was so 
confident that there was fluid present that he 
incised the intercostal space but again obtained no 
fluid at all. Eventually he cut out a portion of the 
solid lung, and on being put under the microscope 
it was found to consist of malignant growth. There 
was a case of malignant growth the physical signs 
J of which simulated those of fluid. 

| Another case was that of a man whose jaw and 
i part of his tongue had recently been removed for 
j cancer. Then he had enlargement of the glands 
of the neck and they were removed. He was at a 
nursing home under a well-known surgeon, and 
was thought to be jjoing on comparatively well. 
One day he went out for a drive, and when he 
came back he felt ill and was said to have caught 
a chill. It was found that he had rather obscure 
physical signs at the left base below the scapula. 
The question of pleurisy was carefully considered. 
The vocal sounds were not quite absent: he had no 
very complete dulness. He had a little bronchial 
breathing and deficient breath-sounds, a little 
deficiency of tactile vibration and a little aegophony. 
It was only after some days that the chest was 
explored; two drachms of serum were drawn off 
and nothing more. And he was explored again 
without drawing off any liquid. Recognising the 
proximity of the chest to the site of his malignant 
growths, the possibility that he had cancer in the 
lung was df course thought of. No more heroic 
attempts were made to get fluid out of the chest at 
that time. But he went down into the country 
still presenting signs deceptively like those of 
liquid. Eventually the patient died. There is no 
doubt that there must have been secondary growth 
into the lung which, again, resembled fluid in all 
respects, judging from the physical signs that 
presented themselves. 

Let us take another group of cases in which the 
lung is thought to be solid, and really liquid is 
present. A common case is that of the patient who 
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has acute pneumonia, dulness, bronchial breathing, with great confidence. You put a needle into the 
and possibly increased tactile vibration. The j chest and you may draw no fluid. After a week 
temperature falls, perhaps not by a crisis, but it or two you explore again and this time you find 
does fall in the course of seven or eight days, and fluid. It is of course not perhaps always easy 

the physicial signs on the other hand do not clear to explain why in such a case when we explore 

up. The temperature persists at a lower level and we do not find fluid ; probably the quantity is 
in a few days it rises again. The dulness per- small, and the needle in some way misses it. But 
sists, but the bronchial breathing subsides, and the . it is not always a satisfactory explanation, 
patient remains ill. Such cases have frequently j What I have been trying to impress upon you is 
been regarded for the time being as cases of this; that the mere physical signs which we regard 
unabsorbed pneumonia. In nearly all instances so commonly as indicating the presence of fluid 
they are not unabsorbed pneumonia, but they are are negative signs, and they are only proof of fluid 
cases of empyema. The pneumococcal infection when accompanied by points in the history of the 
has extended to the pleural cavity, the consolida- illness or other conditions of the patient, 
lion of the lung is largely absorbed, but the Some of the positive signs of fluid I shall 

purulent liquid in the pleural cavity remains. You mention now. A very strong piece of evidence 

may say that the physical signs are perfectly in favour of the fluid is the displacement of the 
plain there. But they are misinterpreted partly heart. The inconvenient point is that that dis- 
from want of appreciation of the change which is ! placement is not easily recognised, and perhaps 
actually taking place. j only comes on, when fluid is abundant. If the 

Here is another case illustrating difficulty in dulness behind reaches only to the angle of the 
diagnosis. This class of case really belongs to the scapula you will not get the heart displaced, and 
first group, where you think there is fluid and , you will have to rely upon your good luck, or be 
instead there is solid. That condition is found in guided by the history. But when fluid becomes 
some cases of pneumonia which have been called abundant, especially in the left chest, you know 
massive pneumonia, where the infiltration of perfectly well that the -heart is displaced, and very 
the lung is excessive. There is at first characteristic . likely in the fourth intercostal space you will feel 
bronchial breathing and increased vocal resonance, ; its impulse—not, of course, the apex, but the right 
but as the infiltration increases, the signs acquire j auricle. Whether it is pushed over by the fluid or 
the negative aspect of pleuritic effusion. That is, j drawn over’by the elastic tissue of the right lung I 
the bronchial breathing disappears, the tactile 1 will not here discuss; but it gets over there as a 
vibration diminishes, and thus pleuritic effusion consequence of what has been poured out into the 
may be suspected, or diagnosed, although none is ] left cavity. If you have a right-sided effusion you 
Teally present. The explanation of this class of | know that as a matter of fact it is not so easy to 
case is this. Either an enormous exudation of the i recognise the displacement of the heart until the 
material of pneumonia into the air-vesicles makes j effusion is much larger. That is to say, the heart, 
such a mass of lung that the bronchial tubes are j naturally being mainly on the left side, you can- 
compressed by the lung itself; or else in associa- 1 not be so certain of the presence of fluid in the 
tion with this extensive lymph formation, as a i chest when there is only a little displacement of 
result of pneumococcal invasion, there is a bron- 1 the heart towards the left, as you can when you 
chitis with the formation of lymph, and the j feel pulsation in those intercostal spaces where the 
bronchial tubes are blocked by strings or casts of | beating of the heart is never felt in health. At 
lymph, so as to prevent them acting as resonators ! any rate displacement of the heart to the right 
as they do in health. The vibration of the voice when it occurs, and in the absence of signs of 
cannot take place in the bronchial tubes and all | disease on the right side, is positive evidence of 
the conditions of a solid mass in the chest are j something in the left chest, and that something is 
produced, a solid mass not only as regards the j more often fluid than anything else. But a malig- 
lung but also as regards the bronchi. , nant growth may produce cardiac displacement, and 

There is another possibility, and that is this. » so may aneurysm. 


You may have a case that you diagnose as fluid 


Before going any further I should like to mention 
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the conditions other than fluid which may pro ! 
duce dulness at the base of the chest. I have j 
already mentioned cancer of the lung and cancer < 
of the bronchus, and hydatid of the liver and j 
hepatic abscess. I will next mention induration j 
of the lung in heart disease. A patient with heart j 
disease may have absence of tactile vibration, and i 
yet there may be no fluid in the lung but merely a 1 
lung indurated from mixed congestion and oedema | 
in heart disease. Hence there is often a difficulty 
of diagnosis in such cases and it is frequently a 
matter of mere guess-work as to whether you have ' 
the one or the other unless, as in the case of ; 
pleuritic effusion, the effusion is very extensive. 

I have mentioned pressure of liquid in the peri- , 
cardium which may compress the left lung. Then ! 
in association with bronchial cancer, already 
mentioned, a condition allied to it in its effects in 
this region is aneurysm of the aorta, which, by 
pressing on the left bronchus, is a frequent cause 1 
of dulness at the left base, and gives rise to the 
familiar (negative) physical signs that you get in 
pleuritic effusion. I 

Now we go back to the question of positive evi- , 
dences of pleuritic effusion, of which displacement of 
the heart is the most convincing, especially with a 
left-side effusion. Positive evidence is sometimes 
available in connection with what is known as 
Traube’s space. Traube’s space is that portion of 
the left thoracic parietes which lies between the 
lower lobe of the lung, or arch of the diaphragm 
and the costal margin. In that space in health 
you get gastric resonance ; but in some cases of 
pleuritic effusion that space is dull. Why it is dull 
sometimes and not dull at other times I am afraid 
I do not feel competent to say. But you would 
naturally suppose that if there is an enormous 
quantity of fluid in the chest the diaphragm will be 
pushed downwards, the pleural cavity with its con¬ 
tained fluid will be extended downwards to the 
costal margin, and the gastric cavity with its 
resonance will be pushed downwards or backwards ; 
the resonance in Traube’s space will be oblite¬ 
rated. This occurrence has been taken as a . 
means of diagnosis between pleuritic effusion and 
pneumonia. If there is consolidation with pneu¬ 
monia the pneumonic lung can not grow so bulky 
as to push down the diaphragm, and therefoie 
in pneumonia this space should always remain 
resonant. If, on the other hand, you have a suffi¬ 


cient quantity of pleuritic effusion, it will press 
down upon the diaphragm, and the diaphragm 
will become convex down wards, and this space 
will be dull. I think all that can be properly 
said is this : that if Traube’s space is dull it cannot 
be simple pneumonia with which you are dealing. 
I do not think you can go beyond that. It is not 
safe to say you have a case of pneumonia and not 
pleural liquid, because Traube’s space is resonant. 
In a case under my care, the dulness reached up 
to the second rib, but left Traube’s space resonant. 
We aspirated and drew off four pints. If four pints 
of fluid will not push down the diaphragm, you 
must not wait for dulness in Traube’s space before 
you diagnose fluid. But dulness in Traube’s space, 
if it occurs, does certainly prove that the case 
cannot be simply one of pneumonia and that there 
probably is liquid in the pleural cavity. 

I will briefly refer to another sign which results 
from liquid in the chest, but of whose value as 
an aid to diagnosis some doubt may still be 
expressed. It is called Grocco’s sign, or Grocco’s 
paravertebral triangle. When one pleural cavity is 
well filled with fluid, there may be not only 
dulness on that side, but also an area of dulness 
on the other side of the spine having the shape of 
half an isosceles triangle with the base downwards 
and the apex at the upper level of the dulness on 
the diseased side. The cause of the phenomenon 
is not quite clear. One suggestion is that the 
affected pleural cavity is driven across the middle 
line so as to compress the lung of the healthy side. 
Another view is that the existence of the liquid on 
the affected side of the chest has an influence on 
the vibrating properties of the vertebne and 
adjacent tissues on the unaffected side, so that 
the normal percussion sound cannot be elicited. 
However, I have certainly failed to find it in some 
cases* of effusion. But I think that Grocco’s sign 
is generally admitted to be an interesting sign and 
one well deserving of observation before a diagnosis 
is arrived at in these cases. 

I am coming to another positive sign which has 
been treated with some indifference by nearly 
everybody for a great many years, and that is, 
regophony, the curious twanging or nasal sound of 
the voice heard through the chest which derives 
its name from what resemblance it has to the 
bleating of a goat. It occurs more often in cases 
of pleuritic effusion than under other conditions. 
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This sign has been disregarded, partly because it is 
not constant, partly because, as it is said, you can 
always test a case of pleuritic effusion by putting | 
in an exploring needle; why should you not use a | 
needle at once ? One reason for not doing so is j 
that most patients do not like to be “ operated 
on” unless there are good grounds for believing 
that it is necessary, or that something will be gained I 
by it. It may not hurt some, yet it does hurt 
others. I think also you will feel that it is much 
more satisfactory to yourself as well as the patient 
if you succeed in drawing off liquid when you do 
use a needle than to get nothing and have to allow 1 
that your diagnosis of effusion was wrong. 

-Egophony does not really help one very much | 
because it is not an independent sign: it co-exists j 
with the usual negative signs ; but at any rate it | 
may be regarded as a positive sign. On the other 
hand it may occur if in pneumonia the bronchial 
tubes are filled with lymph, and in some cases of i 
malignant growth of the lung without pleuritic 
effusion. But it is a very interesting event, worthy 1 
of a little consideration. Its relation to the liquid I 
has sometimes been misunderstood. ! 

-Egophony, a tremulous voice, is not due to the | 
fact that the fluid shakes, or at any rate, that it is 
more coarsely vibratile than solid. I have little j 
doubt that aegophony is due to discord among the 1 
higher harmonics of the voice, and the reason why | 
the higher harmonics are audible and have. an | 
opportunity of becoming discordant is, I believe, j 
because the lower notes are suppressed in that they j 
are not resonated in the bronchial tubes. The 1 
importance of what I am going to say is this: that | 
as long as you believe that they are due to coarse ' 
vibration or trembling of liquid you will suppose ! 
that they must indicate the presence of liquid ; and | 
you will be prepared to believe the common state¬ 
ment that they are always heard at the top of the 
fluid. But this statement does not represent the , 
facts. You will often hear aegophony over the j 
whole area of dulness. That, I think, is conclusive j 
proof that it is not favoured by thin layers supposed j 
to be tremulous and prevented by thick masses of j 
liquid supposed to be unvibratile. | 

We should not lose sight of the resemblance of j 
aegophony to our own twanging nasal voice. What I 
is the difference between an ordinary spoken ! 
voice and a nasal voice? It has nothing to do j 
with the shaking pf liquid; it is merely the fact ! 


that the vocal vibrations are resonated in the 
smaller shorter meatuses of the nose instead of in 
the larger buccal cavity. My argument is this ; 
that as a result of the compression of the lung by 
the presence of the liquid in the pleural cavity the 
bronchial tubes are so altered as to be unable to 
resonate the lower notes, while they continue to 
resonate the higher. 

We pass to another point. I have spoken of 
the signs of pleuritic effusion as being some of a 
negative and others of a positive character. But 
that does not cover the whole ground because we 
must all have experienced cases in which one of the 
physical signs produced by pleuritic effusion is 
bronchial breathing. That introduces a little com¬ 
plication into the question; for bronchial breathing 
is, as all know, a constant result of pneumonia con¬ 
solidation, and is regarded as the result of the lung- 
tissue having become solid, while the bronchial 
tubes remain patent. The explanation of its occur¬ 
rence in pleuritic effusion is that in such cases, or 
in such parts of the chest as the sound is heard, 
the bronchial tubes are not compressed, or at least 
are almost normally patent, while the surrounding 
lung is solid as a result of compression by the 
liquid. As a fact, the area of bronchial breathing 
is not generally at the base, but at a somewhat 
higher level, and below it is an area in which the 
breath-sounds are absent, as if here the tubes were 
completely collapsed. 

Wh£n you find bronchial breathing thus asso¬ 
ciated with an area of absence of vesicular murmur, 
you must not hastily diagnose pneumonia. 

In children bronchial breathing is rather frequent 
Sometimes you will have bronchial breathing over 
the whole of the chest and yet only fluid is there.. 
A child set. 2 years was brought in with bronchial 
breathing all over one side of the chest. The 
clerk was inclined at once to make a diagnosis 
of pneumonia. But there were signs which to me 
made pneumonia very unlikely in this case. First, 
it is very infrequent to have bronchial breathing 
over the whole of one chest in a case of pneu¬ 
monia. Secondly, the general conditions were not 
like those of a pneumonic child. I held over my 
diagnosis until a needle had been introduced, and 
then we drew off pus. It was a case of empyema. 
As to what the explanation is I am not clear. I 
suppose it is that the pus is in some way or other 
distributed rather thinly in a relatively thin layer 
round the lung instead of forcing the lung back¬ 
wards or forwards as the case may be. But you 
must recognise that in pleuritic effusion sometimes 
instead of having only the negative physical signs 
which must be dependent on the collapse of the 
bronchial tubes, you may sometimes have bronchial 
breathing. 

The diagnosis of pleuritic effusion is very 
interesting in the following circumstances. You 
have a case of effusion and you draw off liquid: but 
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the physical signs do not disappear, or to put it ‘ 
another way, the physical signs of health do not j 
reappear. The chest remains dull, perhaps not to ' 
so high a level as it was dull before. The patient i 
is better, but still he remains unwell*- Ten days j 
or a fortnight after tapping you begin to think to i 
yourself—“ Is there some more fluid that I have ' 
left behind, or has it re-accumulated ? Shall I tap 
again or explore again ? ” 

Why is it that sometimes the physical signs do 
not disappear when you have drawn off fluid? Is j 
it because you have not drawn off the whole of the 1 
fluid? I do not think that is the reason. The 
explanation is, I think, that the lung does not 
expand. The physical signs are not due to the 
presence of fluid. Why should they change when 
the fluid goes ? If they change when the fluid goes 
it is because the lung expands. If the lung does 
not expand there is no reason why they should not 
remain : or, again, why the signs of health should 
reappear. All the negative physical signs are due 
to the absence of healthy lung. If on removing 
fluid the lung does not expand fully you still have 
your compressed lung with dulness and loss of 
tactile vibration, loss of breath-sounds, and loss of 
vocal resonance. But, you may ask, if the liquid is 
removed, how can the space be filled up without 
the lung expanding? I think that at any rate a 
partial explanation is that the diaphragm ascends, 
and the contents of the abdomen will move up and 
fill the space formerly occupied by the fluid. 
But in the case we have put just now, is there still 
liquid, or is there only unexpanded lung? Must 
you explore again ? You may look for assistance 
in two or three ways. If a pleuritic rub was heard 
in the early stages, and if after the fluid has been 
removed the pleuritic rub is again heard and after 
the course of two or three days persists, you may, I 
think, safely leave the chest alone and not put the 
patient through the discomfort of a puncture. The 
probability is that the fluid is absorbing or not 
re-accumulating, and that in course of time the 
physical signs will alter in the direction of health. 

Again, if the fluid is not re-accumulating, but is 
being absorbed, the temperature will gradually 
subside and the patient will feel better; he will 
know that his chest is more satisfactory, that he 
breathes better and feels happier and more com¬ 
fortable. I have generally taken these two signs, 
the condition of the temperature and the patient's 
own account of himself, as being indications for 
puncturing or not puncturing. 

There are still other points of great interest and 
importance in the diagnosis of pleuritic effusion, 
namely the diagnosis of its origin, and hence of the 
probable future of the pleurisy ; but time does not 
allow me to deal with this subject, which involves 
the study of the liquid which is drawn off, its com¬ 
position, its cytology and its bacteriology. 

January 29 th t 1912. 


LECTURE ON PILES. 

Delivered at St. Mark’s Hospital. 

By ASLETT BALDWIN, F.R.C.S.Eng., 

Assistant Surgeon to the Hospital; Surgeon 
to the West London Hospital. 

Files, in addition to being a very ancient disease, 
is also a very common one. I suppose there are 
few grown-up people who have not at some time or 
another had them, or have thought they have been 
troubled in that way. This is no doubt due to the 
upright position of mankind. When sitting on soft 
seats, which is usual, the flow of blood from the 
inferior hremorrhoidal veins along those in the 
perinaeum is impeded, also the blood which flows 
upwards passes in veins which lie between the 
mucous and submucous coats of the rectum and 
have very little support; they then pass through the 
constantly contracting muscular wall of the bowel 
and join the systemic and portal veins. The latter 
have no valves, so that the veins in and about 
which piles form have to bear the weight of a 
column of blood, which extends from them as high 
as the heart; in consequence of these back-pressures 
they dilate and piles form. Other conditions which 
further impede the flow of blood upwards tend to 
increase the trouble. Constipation is the most 
common of these, with its attendant straining down 
at stool with the glottis closed. Back-pressure 
caused by tumours or diseases of the liver, lungs 
or heart, are accessory causes, also too much 
eating and drinking. I believe also that a faulty 
method of standing acts in the same way. Many 
people stand with the head and shoulders drooping 
I forwards, and do not breathe properly, the belly is 
! allowed to sag downwards and forwards, leading to 
loss of tone and slackness of the abdominal 
muscles, and consequent loss of pressure on the 
I abdominal viscera, thus tending to venous stasis 
within them and the large veins. Last year I gave 
a lecture here on this same subject, and went into 
a good many details which it is not necessary to 
repeat now, as it was reported in the Clinical 
Journal. 

I want to speak particularly to-day about exami¬ 
nation of the patient, and to describe how to 
operate for piles so that the patient shall only have 
a minimum, if any, discomfort, and practically no 
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pain, because many people imagine that the removal 
of piles is necessarily accompanied by a deal of 
suffering. Many patients who come here have 
been treated for a considerable time for “ piles,” but 
have never been examined, and are found to be 
suffering from fissure, polypus, prolapse, nervous 
disease, etc., and not uncommonly malignant 
disease. I think, perhaps, this omission to examine 
patients is due to the fact that it is somewhat 
difficult to get the examining finger clean and sweet 
afterwards. This difficulty is avoided if the finger 
is well lubricated before the examination, after¬ 
wards washed in running water, with the aid of a 
little cotton-wool if necessary, and then introduced 
for a short time into a small wide-mouthed bottle 
filled with lysoform, then again washed with soap 
and water, or after the preliminary cleansing, well 
rinsed in lysol, 2 drm. to the pint of water. Men 
are best examined in the knee-elbow position, 
women in the left lateral; a good light is necessary. 
After drawing apart the buttocks the external 
parts are inspected. It will be seen if there is any 
discharge present; the opening of a fistula, skin 
tags, external piles, whether thrombosed or not, 
and abscess, condyloma, epithelioma, sarcoma, 
whether the skin is greyish and tough in appearance, 
as in pruritus, or whether there is dermatitis and 
moisture present, prolapse of piles or mucous 
membrane, if the sphincter is tight or relaxed; if the 
former, a small sentinel pile is often found 
posteriorly, and leading up from it a fissure; the 
application of a little orthoform to this for a few 
minutes will often much facilitate examination by 
rendering the part anaesthetic and lessening the 
spasm of the sphincter. 

The parts around the anus must be palpated with 
the finger to feel for inflammatory or other indura¬ 
tion or the track of a fistula ; the external sphincter 
is sometimes felt under the skin like a hard leather 
ring, due to hypertrophy. The sphincter should 
be gently coaxed open by the warm fingers of both 
hands, the patient being asked to strain down 
gently. More and more of the anal canal can be 
inspected in this way, and perhaps internal piles or 
a polpyus can be drawn down, or lax mucous 
membrane. An enema of warm water is sometimes 
desirable for this examination. The lubricated 
index finger is then gently introduced into the 
bowel if the condition present is not too painful; 
for instance, it is not necessary or advisable to 


introduce the finger if there is a painful fissure or 
an abscess present, as great pain might be caused 
by so doing. The finger-nail should be kept short 
and the pulp of the finger gently pressed on the 
anus, which soon gives way under the soft gentle 
pressure, and the finger is easily introduced, the 
direction of its axis being altered to that of the 
anal canal. It will be noticed if the introduction 
is particularly painful, if the sphincter is tight or 
relaxed, if the mucous membrane is uniformly 
smooth, or if there is a longitudinal roughness as 
in fissure, usually posteriorly. On further introduc¬ 
tion of the finger and gently rotating it the loss of 
the smooth surface over an ulcer may be felt, the 
internal orifice of a fistula, the papillae of Morgagni, 
foreign bodies, internal piles if large or thrombosed 
or thickened by inflammation, otherwise they 
usually cannot be felt. The anus is palpated all 
round by means of the finger inside and the 
thumb of the same hand outside ; the condition of 
the prostate or uterus is investigated. It is very 
important to sweep the finger round the whole of 
the lumen of the bowel; particularly remember that 
in the cavity of the sacrum. Some time ago four 
or five men were seeing patients with me. I had 
examined a case and found a small carcinoma in 
the bowel-wall back in the sacral cavity ; I asked all 
the men to examine and tell me what they found 
wrong. Only one of them felt the growth : their 
fingers had been passed too straight upwards and 
had nqt explored the posterior part of the bowel 
where the growth was situated. A carcinoma is a 
hardish, infiltrating swelling in the mucous mem¬ 
brane and perhaps bowel-wall, with everted edges; 
if deeply ulcerated and perhaps constricting the 
lumen, it will be tender, but often is not painful. 
A polypus will feel like a small body attached to 
the mucous membrane by a stalk ; you can tell it 
from a piece of faecal material by trying to move 
it along. An adenoma will be a soft, friable tumour 
with a pedicle, though the microscope will be often 
required to decide for certain if it is innocent or 
malignant. In procidentia of higher portions 
of the bowel into the rectum, the finger can be 
passed each side the lower part of the prolapsed 
portion and all round it, and its attachment will be 
out of reach. For inspection of internal piles, the 
papillae of Morgagni, etc., the specula I show you 
are the most convenient; if there is a suspicion of 
mischief higher up the bowel the sigmoidoscope 
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should be used. A short time back a man came 
here saying that he had undergone an operation for 
piles but was no better, and his doctor said he 
could do no more for him ; digital examination 
revealed a considerable narrowing of the bowel at 
the site of operation, which made it very difficult to 
pass the sigmoidscope. This I did eventually and 
discovered a carcinoma, high up, well out of reach 
of the finger. If no lesion can be found it may be 1 
that some nervous disease, such as tabes, dis¬ 
seminated sclerosis, or hysteria, may be the cause 
of the symptoms for which the patient seeks relief; 
I have seen instances of all three. The slighter 
cases of internal piles can be kept comfortable 
without operation ; those where the bleeding is not 
severe, where the piles are small, and if they pro¬ 
lapse at all return at once without having to be 
pressed back, and where the patients will take the 
necessary trouble. The treatment consists in 
moderation in eating and drinking, obtaining a 
daily easy action of the bowels without sitting 
long at the rear and without straining. If there is 
a tendency to constipation a tumblerful of hot 
water should be drunk about one hour before 
breakfast, and perhaps another at night, the latter 
hot or cold according to the weather. In cases 
where there is difficulty in “keeping” the motions 
soft, great benefit will be obtained by the administra¬ 
tion of petroleum by the mouth; a teaspoonful 
should be taken three or four times a day of the 
following: Tinct. cocci in V\x, ess. menth. pip. 
TT^x, syrupi 3j, paraffinum molle 5j, or if objection is 
made to the last item, paroleine may be substituted. 
Here the petroleum is flavoured and coloured, 
and is usually taken without any difficulty. An 
enema of cold water administered on rising by 
means of a ball syringe holding the required 
quantity is very useful; it tones up the parts, and 
should be held as long as convenient, and until it 
is felt that the bowels will act at once; thus strain¬ 
ing and long sitting are avoided. If this takes 
place before the morning bath all the better, as the 
antis can be well swilled with water afterwards. 
An anodyne and astringent suppository is often 
advisable such as one containing hamamelin gr. ij, 
tannic acid gr. viij, extract of belladonna gr. £. 
If it is desired to apply the drugs to the anal canal 
the patient should be directed to hold the supposi¬ 
tory in that part for a minute or so, and then let it 
slip up beyond the sphincters. If ointments are 
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1 preferred they should be made up of about the 
same strength as the above to the drachm, and the 
! patient told to inject that quantity. Many formulae 
given in books are much too strong, and may 
easily produce poisonous effects. Ointments 
should be contained in collapsible metal tubes 
with a suitable nozzle, which can be introduced 
within the anus, and a short portion and no more 
of the other end of the tube can be squeezed 
between the finger and thumb, and then a safe 
quantity will be forced out. Another useful drug 
is ichthyol, or perhaps better is a synthetical form 
called thigenol, which is of fixed composition, 
whereas the former varies considerably in strength. 
A few grains of orthoform are useful as an 
anodyne. If the patient has lax abdominal 
muscles it is advisable to get him to exercise them 
morning and evening by lying flat on the back and 
then rising to the sitting position without the aid 
of the arms and hands, and when standing to bend 
down laterally and try to touch the outside of one 
foot with both hands and then draw them up the 
outside of the leg and thigh till the upright 
position is again attained, this to be done on each 
side alternately, and so to exercise the oblique 
muscles of the abdomen. Deep breathing and 
correct methods of sitting and standing should be 
adopted; soft cushions to sit upon should be 
avoided. 

If piles have attained any considerable size or 
have to be replaced after the bowels have acted, 
or come down at other times, or the patient has 
lost much blood from them so as to be at all 
anaemic, or is not improved or kept comfortable 
by palliative treatment, an operation should 
be strongly advised if there is no indication 
to the contrary. In addition to those usually 
thought of it is well to remember that an operation 
should be avoided, if possible, if the patient has a 
bad cough, as much coughing after an operation 
may cause a deal of pain and delay healing ; also 
the presence of a urethral stricture may cause 
much trouble if a catheter has to be passed owing 
to retention of urine after the operation, but this 
complication is, I think, not nearly so common as 
formerly. The operation I shall describe is that 
by ligature, as it is the most satisfactory and 
I generally applicable. In order to avoid pain it is 
necessary, to avoid inflammation, which means that 
the operation area must be kept as aseptic as 
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possible. Great success will attend attention to the ; 
following details. I 

The bowels must be well cleared out, this pre- j 
paration should be started about thirty-six hours ; 
before the time fixed for operation, or earlier if the j 
bowel is much loaded. Castor oil is excellent as 
an aperient because of its satisfactory and easy j 
action and constipating effect afterwards ; if a 
second dose is necessary it should not be given | 
later than the morning before the operation. An ] 
enema should be given the night before, and a 
good wash out with a non-poisonous antiseptic such 
as chinosol i in 5000 at least four hours before. 
Aperients given later than the above may cause the 
patient to have a disturbed night before operation, 
and may cause bowel contents to dribble down 
while the operation is in progress, and defeat the 
result aimed at. The day before, the patient should 
not have heavy meals, but fish, eggs, light puddings, 
-etc., in moderation. An hour before the operation 
he should have a hypodermic injection of morphia ! 
grain £, with atropin sulphate gr. if j 

there is no objection ; an apprehensive wakeful I 
patient may have the same dose the night before 
also. For the anaesthetic I prefer ether by the 
open method. The left lateral or the litho¬ 
tomy position may be employed; the former 
requires a rather more expert assistant. The 
index finger should be introduced within the 
anus and the sphincter steadily dilated till 
each pile can be seized with a clip forceps. As 
a rule a small amount of force is required in 
women, more in men. Great care must be taken 
by beginning gently and gradually increasing the 
force so as not to damage the muscle. Before the 
clips are put on, the bowel should be examined to 
see there is no other lesion which has escaped 
notice previously, and the interior of the bowel 
should be swabbed out with an antiseptic solution. 
The piles are dealt with from below upwards to 
prevent the lower ones being obscured with blood 
from those above. The clip on the lowest pile is 
taken in the left hand and held toward the operator ; 
a snip is made with strong blunt-pointed scissors, be¬ 
ginning at the muco cutaneous junction and passing 
up between the pile and the submucous coat of the 
bowel. The artery to the pile enters it from above, in 
the middle line of the pile, just beneath the mucous 
membrane, so that the pile can be cut pear-shaped 
without dividing the artery, the artery being in the , 
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stalk. This should be done in order to minimise 
the amount of mucous membrane removed, and 
prevent the formation of a stricture. For the 
same reason it is well also, if possible, to remove 
the piles at different levels at their upper ends. If 
the pile is not detached high enough it can be 
pushed off the submucous coat with the ends of 
the blades of the closed scissors. A strong, thick 
ligature of No. 12 thread or silk is now laid in the 
cut. The pile is drawn downwards and outwards 
over it by the assistant, who has taken the clip 
forceps in his hand. The ligature is tied tightly 
as high up the pile as possible, the assistant mean¬ 
while slackening his pull; the knot is towards the 
lumen of the bowel. The ligature is cut about 
three inches long. The operator now takes the clip- 
forceps which are still attached to the pile, again 
in his left hand, and draws the pile away from the 
bowel-wall to look for any bleeding points. If 
such are present they are seized with clips, which 
are left on for the present, and the clip is removed 
from the ligatured pile. The piles are not cut off, 
or the ligatures will be very liable to slip off and 
cause serious haemorrhage. If the piles are very 
large, their ends may be cut off to see that they 
are fully strangulated. If a pile appears to be too 
large for one ligature it may be divided longi¬ 
tudinally and treated as two piles. All the piles 
must be treated in this way. It is very important 
to put a clip on each pile before doing any cutting ; 
any not so caught will probably be missed. If 
each pile is ligatured and any bleeding points 
secured at once, little blood is lost. When the 
piles are all ligatured, the smaller bleeding points, 
on which are left the clip forceps, are tied with fine 
thread and the clips removed. Any skin-tags are 
now seized with toothed dissecting forceps and 
cut off with scissors in a direction radiating from 
the anus. If the skin round the anal margin 
appears to be redundant, a judicious amount 
should be removed in the same way. This is 
often advisable to diminish the fringe of oede- 
matous-looking skin which forms after the opera¬ 
tion. Any tags which form in this way will gradually 
shrink up if not too large and cause no further 
trouble, though the patient may need assuring 
that they are not piles. The finger should now be 
introduced up the bowel to see there is no undue 
constriction, and then the parts should be washed 
with an antiseptic solution. 1 now dust the part 



266 The Clinical Journal.] 


MR. ASLETT BALDWIN. 


[Jan. 31, 1912. 


well with an antiseptic and anaesthetic powder; 
the one I am using at present, and find very satis¬ 
factory, is boro-chloretone, which is supplied in 
convenient sprinkler bottles. A rubber drain-tube 
about the size of the little finger, four inches long, 
with a thread attached to its lower end and a 
hole cut each side of its upper end is now intro¬ 
duced into the bowel, leaving about ii inches 
protruding. Several flat thin strips of cotton-wool 
swabs wrung out in the antiseptic solution are now 
tucked up round the tube between it and the 
bowel-wall by means or a director or thick probe. 
They control any tendency to oozing which may 
be present. A little white gauze or wool soaked 
in the antiseptic is now laid round the tube, and 
then a good pad of cotton-wool with a hole 
through it for the tube to project through. A little 
gauze is now laid over the end of the tube and a 
Tbandage applied. The tube allows flatus 
to escape, and if haemorrhage were to take place 
the blood would soon stain the bandage and 
become apparent, as the tube has only a few folds 
of gauze over its end placed there to avoid soiling 
the bandage. Having had morphia the patient 
may sleep for hours afterwards, and should not be 
wakened up, but allowed to sleep as long as pos¬ 
sible. If on waking pain is complained of, which 
will be improbable, a hypodermic of -J- gr. of 
morphia should be given. A patient should never 
be allowed to be in pain. Morning and evening 
the dressings should be removed, the anus irrigated 
outside with a non-irritating antiseptic, a fresh 
dressing and smaller pad of wool reapplied. Lysol, 
one or two drachms to the pint, is used in this hos¬ 
pital a deal for the above purposes. If the patient 
is troubled with sickness he should be given a 
tumblerful of hot water to drink containing a 
teaspoonful of bicarbonate of soda dissolved in 
it. Long drinks are much better than small sips 
to stop post-anaesthetic vomiting. If the water 
comes up the stomach is washed out and the sick¬ 
ness stayed, or it may keep down. The next day, 
if there is no sickness, light solid food may he given, 
such as an egg, tea and toast in the morning, a 
little fish later in the day. Ten grains of salol 
twice a day are useful if the patient is likely to' be 
troubled with intestinal flatulence, and the same 
dose of acetyl-salicylic acid in water may be given 
occasionally if the patient is at all restless or com¬ 
plains of discomfort in the operation area. On the 
fourth morning after operation an aperient should 
be given, strong enough to ensure an evacuation of 
the bowels as the patient may resist it owing to 
fear of pain. After the aperient has been given 


four to six ounces of warm olive oil should be in¬ 
jected into the bowel through the tube and the 
latter removed. The oil softens any motion present, 
lubricates the parts and makes theaction smooth and 
easy. It should be held as long as convenient. If 
the patient is not feeble he may, as a rule, get out 
of bed and use a commode when the bowels act. 
Afterwards the part must be cleansed with cotton¬ 
wool and irrigated and a small dressing reapplied m r 
the tube will not require to be reinserted. After 
this a daily movement should be obtained by means 
of a suitable laxative. By about the ninth day the 
ligatures will have come away, and the lubricated 
index finger should be gently inserted into the 
bowel to feel if there is any contraction. This is 
rare, but if there is any it will soon disappear with 
the daily introduction of the finger. About this 
time the patient may be allowed on a couch for a 
change, and in about twelve days* time from the 
operation may do a little walking about the room, 
but one will be guided in this by the rate of healing. 
Till all tenderness has ceased paper should not be 
used after the bowels have acted, but the parts 
should be washed with an antiseptic solution and 
dried with cotton-wool. 

If the skin round the margin of the anus appears 
unduly oedematous during the healing, it is well 
to keep a little lint in contact with it soaked in a 
strong lead lotion—liq. plumbi subacetatis one part 
to three parts of water. It should be changed 
twice daily and will appear blackened on removal 

External piles rarely require local treatment 
except when thrombosed. There is then a small 
bluish swelling radiating from the anus, painful and 
tender, and in it you can feel the hard blood-clot 
if it has had time to form. If the clot is not present 
the part should be bathed with hot water frequently 
and glycerine of belladonna applied, with rest, if 
possible. When a clot is present the part should 
be washed with antiseptic solution, and about ten 
drops of a 2 per cent, solution of novocain con¬ 
taining three drops of adrenalin solution injected 
into the skin of the swelling. A very fine hypo¬ 
dermic needle should be used. In about a minute 
the pile can be incised painlessly with a curved, 
sharp-pointed bistoury, and the clot must be pulled 
out with forceps, or small, tortuous, thrombosed 
vessels cut away with scissors. A dressing of dry 
boric lint with cotton-wool outside is now ban¬ 
daged firmly in place and healing by first intention 
will probably take place. Before the bowels act 
the part should be smeared over with ammoniated 
mercury ointment. The dressing should be kept in 
contact for several days. Confinement to the house 
is not necessary, but the patient should rest recum¬ 
bent as often as possible for two or three days. He 
should be directed to always wash the part at least 
once daily, and to avoid straining and constipation 
in the future. 

January 29 th } 1912. 
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A CLINICAL DEMONSTRATION. 

At the Polyclinic. 

By GUTHRIE RANKIN, M.D.GIas., 
F.R.C.P.Lond. & Edin. 


The cases I have been able to collect for your 
consideration this afternoon are not, unfortunately, 
possessed of any very special interest, but they are 
the best selection I could make from the clinical 
material which is at present available in the 
hospitals to which I belong. If they are illustra¬ 
tive only of commonplace and every-day ailments, 
these are, after all, the disorders in which you and 
I have the greatest practical interest, for it is with 
them that the business of our daily lives is mostly 
engaged. The rare case comes to most of us as a 
refreshing incident by which we are stimulated to 
wander into some bypath of medicine, away from 
the straight road of the familiar and prosaic 
routine of ordinary disease. And yet how often it 
happens that, in every-day cases like those we are 
about to see, new facts emerge which suggest a 
different line of treatment, or which modify the 
prognosis, or which may even throw doubts on a 
diagnosis previously established upon an apparently 
firm and secure basis. Even the commonplace 
disorder is sometimes illuminating, and may, when 
brought under the critical investigation of a 
number of observers, serve at least as a text for an 
exchange of views, and in this way for some 
increase in our knowledge of detail. 

Beri-beri. 

The first case I show you is an example of a 
disease which probably many of you seldom see, 
so that, after all, I have one case that may, so far 
as we are concerned here, be regarded as rare. 
Unfortunately the clinical manifestations of this 
condition are not numerous, and there is very 
little, so far as our patient is concerned, that is 
demonstrable. He is a Norwegian sailor, aet. 
39 years, who came to the Dreadnought Hospital 
a few days ago complaining of weakness in his legs, 
general debility and shortness of breath on exertion. 
He was quite well two months ago, but since then 
these symptoms have become daily more pro¬ 
nounced until now he has a difficulty in getting 
about, principally for two reasons : first, because he 
gets so weak and tired on the slightest exertion, 


and second, because he finds great difficulty in 
clearing his toes from the ground. He says he 
was similarly ill three years ago in South America. 
The objective facts about him are that he has 
tenderness on deep pressure over his calf muscles, 
with some superficial numbness, and a certain 
| amount of muscular wasting. His knee-jerks are 
I absent, and there is loss of power in his legs. His 
i arms, too, are feeble, especially the right one. His 
| heart-sounds are badly spaced, the first being 
> muffled and impure, but there is no murmur, and 
the diameters are normal. His pulse is small and 
’ numbers 100. The sphincters are competent, 

1 and there are no bed-sores. Please observe his 
gait when I ask him to walk round the room : it is 
characteristically of the “ steppage ” type. The 
physical signs would fit in perfectly with a diagnosis 
of ordinary peripheral neuritis, but no explanatory 
cause is forthcoming. The man is of temperate 
| habits, and has had no recent illness to which this 
form of paraplegic paralysis could be attributed. 
When, however, we come to inquire a little more 
i carefully, we are informed that among a crew of 
fifteen, other three men besides himself were ill 
with similar symptoms, the only difference between 
him and them being that their legs became 
swollen, whereas his did not alter from their usual 

1» 

I size. Such a history, added on to the symptoms and 
signs I have enumerated as possessed by this man, 

I are enough to justify the diagnosis. He is suffer- 
' ing from beri-beri; and, if his story is accurate, this 
! is the second occasion on which he has been 
I attacked by the disease. The fact that the captain 
and other two of his shipmates had swelling of 
; the legs in addition to the symptoms which this 
i man has experienced is only an illustration of 
f the variety of effects which the poison of this 
disorder produces. Some patients, like this man, 

I become emaciated, others get oedematous. Cases 
I of beri-beri vary in duration, but get well if the 
1 oedema does not become excessive, and if the 
| heart does not become dilated from myocardial 
weakness. The great danger is cardiac failure, 
and many cases die from this cause suddenly and 
unexpectedly. There is no specific form of treat¬ 
ment. The patient should be kept in the 
recumbent position until his heart-sounds regain 
vigour and clearness ; he should be well and 
j abundantly nourished. Strychnine, digitalis and 
i iron are indicated in most cases, and after 
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improvement has begun, recovery of leg power is | 
promoted by faradisation and massage applied to 
the limbs. 

I 

Diabetes Mellitus. 

The next patient is ret. 29 years, and came to 
the hospital last September complaining of loss of 
strength, excessive thirst and appetite, rapid 
decrease in weight, a troublesome succession of 
boils, copious micturition and constipation. The 
history is almost enough to declare the diagnosis, 
and the discovery of an abundance of sugar in 
the urine at once removed any possible doubt, j 
Though somewhat thin, the man looks, as you see, j 
robust and of good colour, and he will tell you that, 
since coming to hospital, he has improyed remark¬ 
ably in many of his symptoms ; that his thirst is j 
no longer excessive, nor his mouth, as formerly, 
continually parched and dry; that his skin is 
much more elastic and comfortable, and that now 
he even perspires moderately ; that his appetite 
is less ravenous, and that he has increased in j 
weight from 8 st. 7 lb. to 9 st. 4 lb. There are 
however, two physical facts about him to which 
I wish to direct special attention : he has tender¬ 
ness on deep pressure of his calf muscles, w’ith much 
diminished, though not entirely absent, knee-jerks, 
and there is some muscular feebleness of his legs. 
This condition is a repetition, in modified form, of 1 
what was so marked a feature of the beri-beri patient, j 
This man, in fact, is threatened with peripheral , 
neuritis, a condition which is not very uncommon : 
in diabetes. The second point of importance about 
him is the odour of his breath, which those of you ' 
who are near enough to appreciate will distinctly 
realise as being of that peculiarly sweet ethereal 
character so characteristic of the presence of 
acetone. The quantity of urinary secretion has 
varied from a maximum of 200 to a minimum of I 

1 

130 oz. The amount of sugar has fluctuated 
between the extremes of 5 per cent, and 3 per cent.; 
the specific gravity has not been above 140 nor 
below 125. There has never been either albumen 
or blood present; and latterly there has been daily 
evidence of the presence of the acetone bodies. 

In spite of the improvement which has taken 
place in this patient’s condition since his admission 
to hospital, it is obvious that treatment has only , 
succeeded in ameliorating to a partial degree the 
metabolic fault from which he is suffering. The J 


amount of sugar has been diminished, and under 
the influence of rest, drugs, and a properly regulated 
diet his thirst has been controlled and his weight 
increased ; but latterly the onset of acetonuria has 
added a serious element to bis case, and, so long 
as it exists, we can never be certain that he may 
hot at any day develop that most grave of all 
complications, diabetic coma. This coma is, as 
you know, the direct result of an acid intoxication 
produced by the occurrence in abnormal quantity 
in the blood of diacetic, oxybutyric, and other 
organic acids. The existence of acidosis in this 
patient is proved first by the sweet odour of his 
breath, and second, by the positive reaction given 
to the perchloride of iron test. The addition ot 
perchloride of iron to this patient’s urine causes at 
first a precipitation of phosphates, which are dis¬ 
solved by a further addition of the perchloride 
solution, the urine at the same time assuming a 
deep burgundy-red colour which disappears on 
boiling. In passing, it may be well to remind you 
that the ordinary test for sugar by Fehling’s solution 
is open to occasional misinterpretation, because 
other substances beside sugar—for example, gly- 
curonic acid—produce a certain amount of copper 
reduction. In doubtful cases the fermentation test 
should always be resorted to, and it possesses this 
double advantage: that not only does it infallibly 
prove the presence of glucose, but it is a convenient 
method for quantitative analysis. Every degree of 
specific gravity lost by fermentation may be 
regarded as roughly equivalent to one grain of 
sugar in each ounce of urine secreted. 

In the matter of treatment this patient has been 
managed on the customary lines, but since the occur¬ 
rence of his acidosis we have been faced with the 
difficulty which presents itself in all such circum¬ 
stances. If we limit his carbohydrates too much 
we increase the risk of acid intoxiqation ; if, on 
the other hand, we allow them in too liberal 
amount, we will certainly increase the daily excre¬ 
tion of sugar. In a case such as this where we 
have to deal with diabetes in its acute form, great 
nicety of judgment is required to hit a happy 
medium in the matter of carbohydrate allowance. 
In most instances a certain quantity must be con¬ 
ceded to lessen the risk of acidosis. There can be 
no greater error in treatment than suddenly to 
deprive a man who is found with sugar in his 
urine of all starchy material. The complete 
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withdrawal of carbohydrates compels the tissue 
proteids to be called into requisition, and in the 
process of their destructive metabolism acid 
intoxication may be induced and rapidly lead to 
coma. The safe rule in cases of moderate severity 
is to find out by experiment what amount of 
carbohydrate the patient can stand without increase 
in his sugar output and to arrange his diet upon 
that basis. One of the problems in diabetic treat¬ 
ment is to find a palatable substitute for bread, 
which is more missed than any other article of daily 
diet. My own experience is that Callard’s caseoid 
bread, if thoroughly torrefied in the oven, is less 
unpalatable than most others, while almond 
“Akoll” or “de Voebt’s ” biscuits will all be 
found useful alternatives to bread, and are practi¬ 
cally starchless. As regards drugs, we are still 
driven to depend upon opium and its derivatives. 
This man is at present taking 2 gr. of codeia four 
times a day, and on that he has done well so far as 
his subjective symptoms are concerned. He is 
also taking bicarbonate of soda in 2 drm. doses in 
hot water morning and afternoon, and if it becomes 
necessary, this will be added to by a daily pint of 
hot water containing a further 4 drm. of the bicar¬ 
bonate injected into his bowel. By this means we 
endeavour to provide against his acidosis, but if 
we have succeeded in preventing its increase, that 
is the most we have accomplished. He is in 
daily risk of becoming comatose, and a recent case 
in private practice recalls to my mind the fact, 
which may not be familiar to you all, that the 
initial intimation of the advent of coma is not 
infrequently acute abdominal pain. Whether this 
is in any way connected with pancreatic changes— 
because we know that the pancreas participates in 
the pathology of many cases of diabetes—I do not 
know, but this form of M acute abdomen” is suffi- | 
ciently striking to remind us that the water should 
be tested for sugar in every case in which its onset 
is otherwise unexplained. 

Aortic Aneurysm. 

The next two cases I ask you to look at are 
examples of aortic aneurysm, in both of which we 
have signs rather than symptoms to guide us. And 
I beg of you to inspect them somewhat carefully 
so as to satisfy yourselves that the condition of 
aneurysmal dilatation as I recount it really exists, 
because they are both about to be subjected to a 


course of treatment by gelatine injections and I 
shall endeavour, on a future occasion, to bring them 
again before you, that you may judge what effect 
the treatment has had upon them. The man is 
aet. 53 years, and a dock labourer. There is a 
clear history of alcoholism, syphilis and hard work, 
the effects of which upon his arterial system can be 
readily recognised by the degenerative changes 
obvious in his radial, temporal and other superficial 
vessels. He has a haze of albumen in the urine, 
and his blood-pressure is 140 mm. Hg. The X-ray 
picture exhibits graphically the dilated condition 
of the ascending aorta, but through an oversight, it 
has not been sent for your inspection; 

The woman is only jet. 31 years. She is the mother 
of three children, but has never had any form of 
; serious illness. She has come into hospital only 
within the last few days, and I am not yet possessed 
1 of the photograph of her aorta, though it has been 
| taken. Her vessels are elastic, but on admission 
| her tension was 200 mm. Hg. She has no organic 
! disease elsewhere, and her urine is free from 
albumen. 

Both of these patients are suffering from aneu¬ 
rysmal dilatation of the ascending arch of the aorta, 
the only difference between them being that in the 
case of the woman the pulsatile tumour is present 
in the usual situation to the right of the sternum, 
whereas in the man it is in the corresponding 
intercostal space close to the left sternal border. 
In neither case are there pressure signs, but both 
manifest the following graphic evidences of 
aneurysm : a tumour in the upper area of the chest 
•which is dull to percussion, painful to pressure, 
and pulsatile ; subjective pain which is increased 
and accompanied by difficulty of breathing on 
exertion; a soft systolic bruit over the swelling, in a 
situation outside the valvular areas, and followed 
by a loudly accentuated second sound; occasional 
attacks of an anginal character—and the confirma- 
| tory evidence afforded by the Rontgen rays. 

I have already drawn attention at previous 
cliniques here to the improvement that follows 
| from the use of gelatine injections in these cases, 
and, in accordance with Lancereaux’s method, I 
propose to have each of these patients injected 
twice a week during the next two ; months with 
100 c.c. of a 2 per cent, strength of sterilised gela¬ 
tine in ordinary saline solution. I have injected a 
j considerable number of cases now and have had no 
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difficulties arising in connection with the procedure. 
The incidental occurrence of tetanus in some of 
the earlier reported cases in this country was 
entirely due to imperfect sterilisation of the gela¬ 
tine, but such risks are nowadays eliminated by a 
sterilising process that provides complete safety, so 
that with due precautions the possibility of such an 
untoward event may be set on one side. The 
injection ought to be delivered intra muscularly 
and very slowly, and the patient’s skin should be 
previously prepared as for an ordinary surgical 
operation. I find the inside of the thigh the most 
convenient position to choose, and if one leg is in¬ 
jected alternatively with the other it obviates any 
risk of serious tissue disturbance from frequency of 
repetition. The pain attending the injection is 
quite inconsiderable if the needle is sharp and 
rapidly driven into the tissues, and as a rule there 
is no subsequent disturbance of temperature or 
reaciion otherwise. During the course of treat¬ 
ment the patient is kept continuously in bed ; the 
fluids of his daily dietary are limited to two pints, 
and he is given a mixture of arsenic combined 
with small doses—from 5 to 10 gr.—of iodide of 
potassium. I show you the apparatus we employ 
for the purpose, and the only point in regard to its 
use to which I need refer is the need for having 
the flask of gelatine solution immersed in hot 
water so as to keep it perfectly fluid and comfort¬ 
ably warm. 


Neurotic Tremor. 

Some of you may remember having seen on two, 
if not three, previous occasions a certain Mrs. A—, 
who came to show us a curious tremor of her right 
hand and arm which had certain features sugges¬ 
tive of an early stage of paralysis agitans. There 
were, however, many accompanying symptoms that 
made us conclude the tremor was functional, and 
this has been fully borne out by events. The 
woman is now perfectly well and has put on weight. 
Her tremor has disappeared, though it always 
re-asserts itself temporarily under the influence of 
any condition of emotional strain. The case now 
before us is another example of this form of 
neurosis, though unfortunately for the purposes of 
demonstration the tremor is now greatly dimi¬ 
nished from what it was at the time of her admis¬ 
sion to hospital. She is a married woman, aet. 33 
years, and the circumstances of her home-life have 


been such that she has had to work very hard and 
for many yenrs has been subjected to an incessant 
j conflict with poverty, sickness, and domestic 
tribulations. Eighteen months ago she first noticed 
j tremors in her right hand which temporarily pre- 
1 vented her from working, but they gradually passed 
i off and she remained fairly well until three months 
ago, when the movements returned with increased 
1 severity, and became so crippling that the use of 
her hand for work of any kind became impossible. 
She is anaemic, and of poor physique. Her appetite 
has failed her recently, she has become uncon¬ 
trollably emotional, and so depressed that she 
wishes she were dead. She presents many unmis¬ 
takable evidences of neurasthenia, and you have 
only to observe her gait as she comes into the 
room to be at once convinced that, whatever else 
1 may be wrong, here we have to deal with a patient 
' in whom functional disturbance has reached a high 
i degree of development. The hesitating, tim-id gait 
which makes her almost unable to go alone is typical 
of these functional cases, and presents none of the 
characteristics which pertain to any organic disorder 
of which altered progression is a symptom. Her 
organs are normal; there are no eye phenomena 
I except some concentric contraction of the visual 
! field when she was first admitted. There are no 
evidences of gross lesion in her nervous system. 
Her knee-jerks are markedly exaggerated, but per 
contra her plantar reflexes are abolished She is 
sleepless at night and suffers from polyuria. The 
. urine contains an excess of phosphates, but neither 
[ sugar nor albumen. The attitude of her right arm, 
j just as was the case with Mrs. A—, is at first sight 
suggestive of paralysis agitans, but the tremors are 
coarsely rhythmic and involve the wrist and forearm, 
but not the fingers. There is some comparative 
impairment of sensation in the forearm, but else¬ 
where sensation seems normal. The movements 
are now, as I have said, very much diminished, but 
enough still remains to demonstrate their character 
j and their limitation to the forearm segment of her 
1 right upper limb. 

The improvement which has taken place has 
resulted from rest in bed, abundant feeding, 
bromides with valerian and nux vomica, massage, 
and firm bandaging of the arm to a splint over a 
period of several weeks. 

Such a condition as this may probably be 
1 regarded as belonging to the group of occupation 
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neuroses, the constant use of the right hand in a 
person who has had to work over many years as 
hard as this woman, determining the seat of the 
objective manifestations of a worn-out nervous 
system. 

Neurotic Dyspepsia . 

Neuroses are baffling in their multiplicity, and 
when they assume organic type are specially 
difficult to differentiate from actual tissue disease. 

I am able to illustrate this difficulty in the two 
following cases. The first, a woman, aet. 40 years, 
comes to us with a home history precisely the 
same as that of our previous patient, and you will 
at once be struck with the similarity of gait pre¬ 
sented by# the two women. The physical signs, 
too, are a replica the one of the other, but with this 
difference, that the woman we are now considering 
is seriously emaciated, and that she has considerable 
tenderness over her epigastric region. The 
stomach is of normal size, and the tenderness is 1 
diffuse but unaccompanied by muscular rigidity. 
She came to the hospital complaining of debility, 
wasting, extreme mental depression, and complete 
anorexia. For some years she had suffered from 
pain soon after food, vomiting, flatulence, slight 
heartburn and constipation. She was afraid to eat 
on account of the subsequent discomfort she 
suffered, and latterly her appetite for tea, bread, 
and such other limited food as she could get had 
entirely vanished. She never saw any blood in 
what she vomited, and had a constant sense of 
“ want ” in her stomach 'which she could find no 
means of relieving. A very interesting circum¬ 
stance about this patient is that when she was 
admitted to hospital she was put, by chance, in the 
bed immediately adjoining the woman you have 
just seen with a neurotic tremor of her right arm. 
Within twenty-four hours of admission this woman ; 
developed a similar trembling in her right forearm, j 
of which you can still see some remainder. She j 
was removed further up the ward, and in her new j 
location the movements are gradually disappearing. 
Her dyspepsia is of the atonic type, and in a case I 
like hers it is difficult to know whether the obvious I 
neurasthenia is dependent upon want of sufficient J 
food, or whether the failing digestive power is the , 
result of the deficient nervous energy. The two 
conditions combined provide us with a picture of 
such extreme malnutrition that there is good 


reason for suspecting the possibility of a malignant 
explanation. No evidence of new growth can be 
found anywhere, and the absence of haematemesis 
or localised tenderness over the stomach region 
I puts gastric ulcer out of court. She may be on 
! the road to ulceration, but after years of these 
, symptoms we would have expected indubitable 
proof of breach of surface had such occurred. 
Besides, the difficulties of diagnosis have been 
greatly removed by what has happened since she 
came into hospital some three weeks ago. She is 
, now taking her food well, and without any dis- 
j comfort afterwards, her sleep at night is improved, 

| she is less depressed, there is very little tenderness 
on pressure over her epigastrium, and she has put 
on 10 lb. in weight. 

The other patient is a seaman, aet. 53 years, who 
first came to the Dreadnought in September with 
a story of having vomited half a pint of blood 
immediately after a fall into the hold of his ship. 
On inquiry, it transpired that for several months 
he had been suffering from dyspeptic troubles, to 
which he paid little heed. After being some weeks 
in hospital he got well and was discharged, but a 
few days later he returned complaining of a recur¬ 
rence of his stomach symptoms, but without any 
renewal of the bleeding. These symptoms were 
as follows : pain at the pit of the stomach, coming 
on three or four hours after a meal, and not infre¬ 
quently rousing him from sleep about three o’clock 
in the morning; acute heartburn associated at 
times with waterbrash, constant flatulence ; fairly 
good appetite; obstinate constipation; no vomiting; 

, and never any haemorrhage except on the one occa- 
1 sion above referred to. The pain in his stomach 
| was generally relieved by his next meal. He is 
1 a well-nourished man of the neurasthenic type, 
loquacious, with a hundred and one ailments, and 
clearly impressed with the idea that his attack of 
haemorrhage was due to his fall, for which some 
one should be held responsible. It may be men¬ 
tioned that we only had his statement to guide us 
as to the haemorrhage, and that in hospital there 
was no recurrence, and no blood was found in his 
stools. On examination there was a moderate 
dilatation of his stomach, and on deep pressure 
there was localised pain and muscular rigidity over 
the region of the p>lorus. Otherwise the organs 
were healthy, and his nervous system was appa¬ 
rently normal except for the contradiction usual in 
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functional cases of very brisk knee-jerks with 
absent plantar reflexes. Here, then, is a case in 
which diagnosis is difficult, because obviously the 
symptoms would very well stand for a condition of 
duodenal ulcer. The patient before us is not a well- 
marked example, his symptoms being less clearly 
defined than in many instances, but he belongs | 
undoubtedly to a group which includes, I feel sure, 
many cases of a type of dyspepsia met with in 
neurasthenic, active, full-blooded men, presenting 
in its symptomatology so many resemblances to 
duodenal ulcer as to lead to error more frequently 
than is generally believed. “ Hunger-pain,” heart¬ 
burn, pyrosis, localised epigastric tenderness, with | 
increased muscular resistance over the painful spot 
and dilatation of the stomach have been accepted, 
especially by surgeons, as definitively pathogno¬ 
monic of duodenal ulcer and incontestably indica¬ 
tive of the need for immediate operation. Personal 
observation makes me doubt very seriously the 
tenability of such a proposition, and there are many I 
physicians who are now convinced that all this 
sequence of symptoms may be produced by a 1 
functional disturbance that may be conveniently | 
classified as neurotic dyspepsia. It may be true 
that all cases of this type are potential conditions ] 
of duodenal ulceration, and that in some a breach I 
of surface may even be an accomplished fact, but j 
I am convinced they are by no means all so, and it ' 
seems to me that before the services of the 
surgeon are requisitioned, medical measures should 
be allowed a fair chance of effecting a cure. The 
haemorrhage complained of by the patient before 
us was a factor of weight in the diagnosis, but its 
actual occurrence rested only on his ipse dixit , and 
in the absence of recurrence or of melaena had to 
be taken for what it was wx>rth. Under treatment 
by rest, suitable food, antacids, and valerian com¬ 
bined with belladonna, bis dyspeptic symptoms 
have cleared up, though he still remains neuras¬ 
thenic. There is now’ no epigastric tenderness, his 
stomach is of normal size, and he is able to sleep 
the night through. 

Mitrai Disease . 

Finally, gentlemen, I present to you a series of 
cases illustrative of mitral disease. Time will not 
permit of my entering into particulars concerning 
them, but I may just allude to one or two points 
before asking you to verify for yourselves the 
murmurs of which they are such excellent examples. 

All four patients have suffered from rheumatic 
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fever, one of them severely on two occasions. On 
palpation you will find in all, except No. 2, the 
distinctive localised apical thrill of mitral stenosis, 
and in all four you will be able to verify the loud 
accentuation of the second pulmonic sound. 

The patient marked “No. 1 ” is an example of 
well-marked stenosis. The apex-beat is in the 
nipple line. There is a loud thrill at the apex to 
be felt as w’ell as heard, and on auscultation you 
will recognise the rumbling presystolic murmur 
characteristic of this condition running up to and 
ending in a booming first sound. The second 
sound is not only accentuated but reduplicated at 
the pulmonic cartilage. She has unfortunately, at 
the last moment, failed to turn up; but if she 
arrives you will be able to verify this description. 

Patient “No. 2 ” is a good instance of simple 
regurgitation. The apex-beat is within the nipple 
line, and the right margin of cardiac dulness is a 
little to the right of the sternal edge. There is no 
thrill, but a soft systolic murmur is present at the 
apex, distinctly conveyed round the axilla, and 
again well heard behind at the angle of the scapula. 
The second pulmonic sound is accentuated, and 
the rhythm of the heart is rapid and irregular. 

Patient “No. 3” illustrates a combination of 
the murmurs heard in Nos. 1 and 2. As in the 
former cases there is a presystolic thrill at the apex, 
and an accentuated second sound in the pul¬ 
monic area. The apex-beat is just outside the 
nipple line in the fifth space, and the right 
margin of cardiac dulness is one inch to the right 
of the sternal edge. At the apex two murmurs are 
clearly audible, one rough, limited to a small area 
immediately inside the apex-beat, running up to 
and ending abruptly in the loud first sound, is 
followed immediately by a second of soft blowing 
quality which can be traced round as far as the 
mid-axillary line. 

Patient “No. 4” is suffering from disease at the 
aortic as well as at the mitral orifice. In this case 
the apex-beat is entirely different from the others: 
it is forcible and thrusting, and occupies the sixth 
interspace, a full inch outside the nipple line. On 
palpation a presystolic thrill, just as in the others, 
can be felt, and the same rumbling murmur running 
up to the first sound is heard on auscultation : the 
axillary area is mute, but at the aortic cartilage and 
running down the whole length of the sternum the 
characteristic to-and-fro murmur of double aortic 
disease is easily determinable ; both aortic and 
pulmonic sounds are accentuated. The aortic 
element is the predominating factor in this case, 
and it is confirmed by the presence of capillary 
pulsation, a water-hammer pulse, throbbing of the 
arterial vessels in the neck, and left ventricle hyper¬ 
trophy. So far as the mitral element in this case 
is concerned, it is an example of what is known as 
Flint's murmur. 

January 29 th, 1912. 
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A LECTURE 

on 

THE TREATMENT OF ADVANCED 
UTERINE CARCINOMA AND 
LIGATION OF THE INTERNAL 
ILIAC ARTERIES. 

Delivered at the Polyclinic. 

By CHARLES RYALL, F.R.C.S., 

Senior Surgeon, Bolingbroke Hospital, and Cancer 
Hospital, Brompton. 


Ladies and Gentlemen, —The commonest form 
of malignant disease in the female is carcinoma of 
the uterus, an organ which, both on anatomical 
and physiological grounds, lends itself admirably 
to surgical therapy. Yet successful treatment of 
uterine cancer is fraught with great disappointment, 
mainly owing to the fact that the majority of those 
afflicted only seek advice and relief when the 
malady has been established for some considerable 
time, and when the lesions have reached an extent 
which renders any radical treatment impossible. 

Thus, on the last occasion when I collected 
statistics amongst my own patients at the Cancer 
Hospital, I found that I was only able to carry 
out radical treatment in 12 per cent, of all the 
cases of uterine carcinoma which came under my 
care. This is a very low figure, explained by the 
unusually large number of inoperable cases treated 
at that institution; but the statistics of others whose 
lot it is to see much of this particular form of cancer 
hear out the same fact. 

How prevalent this form of malignant disease is 
reveals itself by a glance at the Registrar-General’s 
last report, according to which uterine cancer exacts 
a death toll of about 4000 victims per annum in 
England and Wales. If this be the number of 
those carried off yearly by the disease, there must 
be, necessarily, a greater number branded with the 
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seal of doom amongst the living. In 1906, J. 1 
Wilson estimated that there were 10,000 women 
affected by carcinoma of the uterus in this country. 

There are thus thousands of poor women in this 
country alone who have reached the incurable and j 
ineradicable stage of the disease, and who in the ! 
ordinary course of events have nothing before them j 
but a short life of misery and suffering. 

Originating most frequently in the cervix, uterine i 
cancer spreads to the organs in the vicinity, and j 
along the lymphatics of the pelvis. Thus, the j 
fornices of the vagina, the bladder and the rectum ! 
gradually become involved. The pelvic lymphatic 1 
glands are infected with the disease; fixed masses j 
of growth become palpable in the lower abdomen, j 
The extension of the neoplasm along the pelvic j 
cellular tissue in time implicates nerves and j 
constricts the ureters. j 

The physiological aspect corresponds to these • 
lesions. An offensive, often loathsome, discharge, 
an ever-present reminder of the condition, is almost j 
invariably pre cut, causing as much suffering | 
mentally to the victim as does the physical pain of 
the cancer. The general health is soon undermined | 
by haemorrhages, which tend to repeat themselves | 
more frequently the longer the illness lasts, and 
which may be profuse. Constant absorption of 
toxins from the breaking-down growth, together 
with the constant and distressing pain, leads to a | 
cachexia which is only relieved by death. Dysuria 
is of common occurrence, and intestinal obstruction j 
may supervene. | 

The constriction of the ureters leads to hydro- 1 
nephrosis, and ultimately to renal insufficiency, I 
which is generally the immediate cause of death | 
in these patients. 

The lot of these poor sufferers is deplorable, so j 
deplorable in fact that every attempt should be , 
made to improve their condition. For the relief I 
of other forms of cancer palliative operations, such 
as colostomy, tracheotomy, etc., have been intro¬ 
duced with the most satisfactory results. Even if 
the symptoms of uterine cancer call less impera¬ 
tively for relief, should one refuse these cases the 
blessings of palliative operations? Alleviation of 
even one or two of the symptoms only would be 
ample justification for such measures. 

The lorm of treatment most commonly adopted 
consists in the use of douches and the administra¬ 
tion of drugs. The latter are chiefly resorted to 


for the relief of pain, whilst the discharge and the 
haemorrhage are combated by douching, antiseptic, 
deodorising, and styptic solutions being employed. 
Although useful, these measures have a very limited 
efficiency. 

Better results are obtained by interventions with 
the curette, with caustics, and with the cautery. 

Curettage alone is not an operation which I 
hold in very high esteem, and in fact I consider 
the curette in inexperienced hands to be highly 
dangerous for the treatment of this particular 
disease. 

It is useful for the removal of soft, breaking- 
down parts of the growth ; but it should never be 
used as a means of removing the neoplasm to the 
greatest possible extent. Not only is the perforation 
of the often extremely friable uterus and other 
implicated organs to be feared, but also an aggrava¬ 
tion of the malady. 

My own experience is that where the curette 
has been used in the latter manner, the disease 
frequently became more extensive, and took a 
more rapid course. How this flare-up is brought 
about is difficult to say. It seems to me that fresh 
tissues are opened up and infected with cancer-cells, 
and we know from experience that where cancer 
implantations are made into freshly opened tissues 
the disease appears to progress with greater 
virulence. 

Practically all caustics have been tried in the 
treatment of uterine carcinoma, but with rather 
variable success. In the following I speak par¬ 
ticularly of chloride of zinc, which is the prepara¬ 
tion I am most familiar with. 

All breaking-down growth having been curetted 
away, and the cavity of the uterus scraped our, 
one protects the vagina from the effects of the 
caustic to be employed by means of tampons 
soaked in carbonate of soda solution. The uterine 
cavity is then wiped dry, and packed with cotton¬ 
wool plugs which have been treated with a paste 
of chloride of zinc. Any caustic exuding is now 
carefully wiped away, and the vagina is packed 
with fresh soda tampons which are renewed daily. 
On the third day tampons and plugs are removed, 
and douching is resorted to until the slough of the 
diseased part is thrown off. 

In some cases the result of this treatment has 
been most satisfactory : a large slough comes away, 
relief of haemorrhage and discharge is obtained. 
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I have even known the entire uterus with part of 
its peritoneal covering to become necrotic and to 
come away. Examples of this result can be seen 
at the Cancer Hospital Museum at the present time. 

On the other hand, some of the cases treated 
thus were disappointing ; but in the majority of 
cases discharge and haemorrhage were relieved. 

Of all the ordinary forms of palliative treatment, 
the cautery seems to me to give the most consis¬ 
tent and the best results. It is immaterial whether 
one uses the galvano-cautery or the thermo-cautery 
<Paquelin). It is, however,, important to apply it 
thoroughly. A considerable time should be 
expended on its application; one should goover 
the affected part again and again, and bring it into 
contact with every portion of the diseased area, 
not only with the object of destroying the super¬ 
ficial portions of the growth, but also of altering 
its deepest layers, it is therefore necessary to 
keep the cautery in contact with every portion 
of the disease sufficiently long to allow the heat to 
be conducted to the deeper parts. 

It appears to me that the heat of the cautery 
has some selective effect upon the cancer-cells; 
this may be due to the fact that they are highly 
albuminous, and thus readily coagulated at the 
high temperature produced. Heat is without 
doubt the best local application for all forms of 
advanced malignant disease. Cervical growths 
thus treated will not infrequently dry up, and 
cicatrise for a considerable time. I have also 
gained the impression that after the application of 
the cautery the malady takes a slower and more 
chronic course. 

Although the results obtained by the above 
measures are not to be despised, I have been more 
and more impressed with the necessity of improving 
and enlarging our therapeutic means for incurable 
uterine cancer. Working in this direction for a 
considerable time, I also gave Daw barn's work in 
reference to the starvation treatment of growths 
in the carotid area a trial. An endeavour was 
made to improve the lot of those afflicted with 
advanced cancer of the tongue and of the mouth 
by ligating both external carotids, thus cutting off 
the blood supply. During these researches it 
struck me that a similar method of treatment 
might give a more satisfactory result in cases of 
cancer of the uterus. The uterus being a com¬ 
paratively isolated organ with well-defined vascular 


supply, starvation treatment seemed more easily 
i applicable here, and also more promising. Itseemed 
to me feasible that the cutting off of the blood supply 
would not only stop the haemorrhage and diminish 
the discharge, but that it might check the growth 
to a marked extent. 

I first proposed to ligature both the uterinearteries 
only, but considering the free anastomosis of the 
arteries in the pelvis, I decided to ligature the 
internal iliacs instead. 

At that time I was not conversant with the work 
of W. R: Pryor in America. 

In 1905 a case of advanced uterine cancer was 
admitted under my care at the Cancer Hospital. 
She was suffering from a profuse discharge, rebel¬ 
lious bleeding, and great pain. Treatment outside 
had proved of little avail in easing the symptoms. 
I proposed this operation for relief to the patient, 
who readily agreed. 

Through a median abdominal incision both 
internal iliac arteries were ligatured, the operation 
offering no difficulties. The after-history of the 
case was encouraging ; the pain was diminished, the 
haemorrhage checked, and the discharge reduced 
to an insignificant quantity. Moreover, the general 
health improved, and the growth of the cervix 
appeared to be smaller. 

The patient, survived the operation for eight 
months, being most comfortable up to the end. 
The practitioner in attendance, who had been 
adverse to the operation, reported complete cessa¬ 
tion of haemorrhage and freedom from pain to an 
extent which rendered the use of drugs almost 
unnecessary during the seven months she was in 
his hands, and declared himself an advocate of 
this treatment. 

I now decided to give the ligation method of 
treating advanced carcinoma of the uterus further 
trials. I concluded that even ligation of the 
internal iliac trunks did not sufficiently avascularise 
the uterus. Not to mention the smaller anasto¬ 
motic channels, there are the two ovarian arteries 
which play such an important role in the nutrition 
of the uterus. 

I therefore in all subsequent operations resorted 
to ligation of both internal iliac and of both 
ovarian arteries. 

Over twenty cases have now been treated by me 
in this way. 

The operation is comparatively free from risk ; 
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there has been no death nor any untoward after¬ 
effect. The cases were not picked ones. Some 
had only recently passed the operable stage, others 
were very far advanced. Great relief was obtained 
in practically every case. 

Relief of haemorrhage was not observed in one 
case. The cause of this failure was elucidated 
some months later, when the post-mortem examina¬ 
tion showed that one of the iliac arteries was not 
occluded, its ligature having slipped. 

The extent of the improvement depends largely 
upon the extent of the growth at the time when 
operation is | performed. The more limited the 
disease, the greater the relief obtained. 

But even in advanced cases, remarkable im¬ 
provement followed. Thus in cases of involvement 
of the anterior vaginal wall, and of the bladder, 
the vesical irritability and the frequency of 
micturition were diminished. 

Marked prolongation of life does not follow upon 
operation, but it allows the patients to live in 
comparative comfort; it alleviates the distress of 
their last days. 

In some of my cases I combined the ligation with 
curettage or w r ith cauterisation. The remarks I 
made above with reference to the curette also hold 
good here. The greatest caution is required. On 
the other hand, ligation followed by^cauterisation is 
excellent. It is the most promising and the most 
efficient treatment which we have at our disposal 
for cases of advanced carcinoma of the uterus. 

My friend, Dr. W. S. Bainbridge, of the New York 
Cancer Hospital, has given an extensive trial to this 
method of treatment, as adopted by me, and speaks 
very highly of the results. 

He has gone even a step farther with a view to 
avascularising the part, and recommends ligation 
also of the middle sacral artery—a measure which I 
now-adopt when practicable. 

In one of my cases not only were the vessels 
ligated in the usual w*ay, but in order to more 
completely block the anastomotic channels of the 
diseased part and to more effectively cut off the 
blood supply, melted paraffin was injected into both 
uterine arteries. This method was resorted to in 
one case only, but it has come to my knowledge 
that the patient was alive three years and three 
months after operation. I therefore feel encouraged 
to give this last method a more extensive trial. 

February. 5^ A, 1912. 


i A DEMONSTRATION OF CLINICAL 
1 CASES.* 

By EDMUND CAUTLEY, M.D., F.R.C.P., 
Physician to the Metropolitan Hospital; Senior Physician 
to the Belgrave Hospital for Children. 

Bronchiectasis. 

This boy is aet. 13 years. He has had two 
1 attacks of “ pneumonia,’* the last one two years ago, 
j and was admitted to Hospital on October nth for 
\ headache, nausea, fever and pain in the left side of 
I four days’ duration. He was anaemic, fairly well 
! nourished, and had slight clubbing of the fingers, 
j Physical examination of the chest revealed dulness, 
feeble breath-sounds, diminished vocal vibration 
and vocal resonance over the left lower lobe, and in 
i front extending up to the second intercostal space. 
The heart was not displaced. On October 16th, the 
sputum was very foetid. The note over the left upper 
, lobe was boxy, and patchy bronchial breathing and 
bronchophony were heard over the left lower lobe 
, behind. On October 19th the breath was very 
I offensive. An attack of cough and expectoration 
j occurred during examination, and afterwards the 
I signs of two cavities in the second left intercostal 
space were found. At present you will note that 
I the nutrition is well maintained; that the colour is 
a little high, a trifle dusky, and the fingers a little 
I clubbed; and that the physical signs are similar to 
those described as present on admission. There is 
no evidence of a cavity, although s>uch evidence 
has been definite in the upper lobe in front and the 
j lower lobe behind on various occasions. No doubt 
the cavities are filled with secretion. For the first 
' eighteen days there was irregular pyrexia; since 
then the temperature has kept practically normal. 

The diagnosis in cases of this type is always 
difficult on first examination. The variation in the 
physical signs, noted on repeated examination and 
after an attack of coughing, is of enormous 
assistance. At first. I was under the impression 
j that the boy had another attack of pneumonia 
, or broncho-pneumonia. The presence of a fluid 
effusion in any amount could be excluded by the 
absence of displacement of the heart. An empyema 
; of recent origin can generally be distinguished by 
its association with displacement of the heart 

! • At the Medical Graduates’ College and Polyclinic 
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which is drawn over to the opposite side by the 
elastic traction of the uncompressed lung. In an 
old-standing empyema, especially if it is discharg¬ 
ing through the lung, differential diagnosis is more 
difficult. In such a case, the heart, if displaced, is 
drawn over to the affected side by the contraction 
of the lung and the chest on that side, and absorp¬ 
tion or discharge of some of the contents of the 
empyema. As an instance of this difficulty I may 
mention the case of a boy whom I saw in consulta¬ 
tion at nineteen months of age for broncho¬ 
pneumonia of the right lower lobe. At 4 j years of 
age he had definite bronchiectasis and clubbing 
At 5^ years the evidence of bronchiectasis was still 
more marked. At 7 years of age he came 
under the observation of a general practitioner, 
who was quite convinced the diagnosis ought to 
have been one of empyema discharging through 
the lung. This was disproved by operation. 

The next difficulty in diagnosis is the exclusion 
of tuberculosis. Bronchiectatic cavities are more 
frequent in the lower lobes and tuberculous ones 
in the upper lobes. In young children it is by no 
means uncommon to find tuberculous cavities in 
the lower lobe and bronchiectatic cavities else¬ 
where. The absence of tubercle bacilli from the 
sputum, the peculiarly offensive character of the 
sputum and breath, the absence of night-sweats, 
and the good general nutrition are all in favour of 
bronchiectasis. Secondary tuberculous infection 
is apt to ensue and may prove fatal, Thoracic 
new-growths are so uncommon in children as 
rarely to be a source of error. In such.cases the 
physical signs of dulness, feeble air-entry and 
weakened vibrations are often present and extend 
gradually, the heart being pushed over to the 
opposite side, and there is no characteristic 
sputum. 

The prognosis depends on the environment of 
the patient and the extent of the disease. It is 
very slowly progressive. Death results from 
bronchitis, sepsis, broncho-pneumonia, haemop¬ 
tysis or phthisis. The acute cylindrical or spindle- 
shaped variety, such as occurs in pertussis and 
acute bronchitis, is easily recovered from. The 
saccular type, such as this case, is very chronic. 
If limited in extent it may eventually get well, 
through fibrosis of the surrounding tissues and 
contraction of the cavities. As long as the sputum 
is offensive the outlook is dubious. 


The treatment consists in attention to the 
general, health on the same lines as in tuberculosis 
and the treatment of the local affection. The 
cavities should be emptied every morning, or more 
often, by making the patient lean in a semi-prone 
position, half out of bed, while coughing. Expec¬ 
torants and iodides are of some assistance. If the 
sputum is offensive give creosote internally, and 
constant inhalations of tr. iodi dr. j, sp. etheris 
dr. j, ac. carbol. dr. j-ij, creosoti dr. j, sp. vin. rect. 
dr. ii iij, 1*1 v-x sprinkled on a Coghill’s respirator 
every hour. 

Multiple Enchondromata . 

The family history of this patient is interesting. 
Her mother bore her first child seventeen years 
ago, at term and healthy. She then had a yearly 
series of miscarriages and stillbirths until this child 
was bom, nine years ago, labour being induced 
at six and a half months on account of “rachitic 
deformity of the pelvis.” Two pregnancies since 
have been terminated artificially in the seventh 
months for the same reason, the babies dying in 
infancy from “wasting and inattention.” The 
mother succumbed to puerperal fever. 

Such a history is strongly suggestive of syphilitic 
infection after the birth of the first child. The 
patient confirms such a suspicion, for she has 
pegged teeth and a somewhat specific facies. The 
explanation of the subsequent deformity of the 
pelvis is not so obvious. Possibly it existed 
previously. Perchance there is some connection 
between this osseous imperfection and the abnor¬ 
mality of ossification exhibited in the child in the 
form of multiple enchondromata or exostoses. Of 
these there are one on each humerus arising at the 
site of attachment of the coraco-brachialis, a larger 
one on the postero-external surface of the right 
humerus, about the attachment of the deltoid, 
and one on the tip of the right coracoid process. 

Enchrondromata are often multiple and some¬ 
times familial. In one family under my notice 
four out of seven children were affected. They 
are often symmetrical, and are situated in the 
neighbourhood of epiphyses. They vary in si/e 
and shape, are hard, painless and immobile, and 
cause no symptoms except those arising from 
mechanical interference with movement. They 
have been found in association with myositis » 
ossificans. 



2/8 The Clinical Journal. ] 


DR. CAtTLEY. 


[ Feb. 7, 1912. 


Cretinism. 

I have brought this hoy, aet. 5 years, because 
of his family history and because of the marked 
epicanthic folds he possesses. These are much 
more frequent in, and are generally regarded as an 
important sign of. Mongolism. The palpebral 
apertures are, however, horizontal, not sloping 
upward and outward. It is rather remarkable that 
there are six older and one younger child who, as 
well as the parents, are quite normal. A Mongol 
is usually the last child of a family, sometimes the 
first and only one, as if Mongolism was due to a 
failure of reproductive power. In rare instances a 
subsequent child has been born. Cretinism is less 
constant in its appearance in the family, but its 
occurrence in only one child, as in this family, 
suggests the possibility of this being a case of 
acquired myxcedema rather than congenital creti¬ 
nism. Although the child is small, cretinoid in 
aspect, and has the characteristic protuberant belly 
and constipation, he can stand and walk, has no 
enuresis, and is clean in his habits. I can elicit 
no history of past illness such as would lead to 
myxcedema, and the mother states that he was 
always an ugly baby, so the diagnosis must remain 
uncertain. I should like to draw your attention to 
the profuse growth of fine hair. This is common 
in Mongolism, whereas in cretinism the hair is 
generally coarse and scanty. The character of the 
hair depends partly on the duration of the 
cretinoid state. The boy has had no treatment and 
will undoubtedly improve greatly on thyroid extract. 
The earlier in life such treatment is begun the 
better are the results. In old cretins there is little 
improvement from such treatment except in general 
nutrition and in epidermal structures. If thyroid 
treatment is begun early, and persisted in through¬ 
out life, the results are so good that in some cases 
the child develops like the normal child. 

Endocarditis : Myocarditis : Exocardial Murmur. 

The progressive development of cardiac affec¬ 
tions in the course of rheumatic fever is exemplified 
by this boy, set. 6 A years. On October 14th he 
had slight pain in the right hip and then in the 
knees. On October 18th, when admitted to the 
hospital, he complained of similar symptoms. 
There was no joint swelling ; pulse-rate 128, 
respirations 28, temperature ioi*6° 1 \ The apex 


of the heart was in the nipple line—quite a usual 
site in a boy of this age—and there was no cardiac 
murmur. Next day there was a loud systolic mitral 
murmur, which has persisted and is still present. 
On October 20th the temperature was normal and 
remained so until the 25th, when it was 99 * • a.m., 
ioo° F. p.m. ; pulse 124 132 ; respirations 60 per 
minute. Examination next day revealed dilata¬ 
tion, due to myocarditis. The pulse was frequent 
and small, respirations frequent, and the com¬ 
plexion a greyish-blue pallor. The liver was much 
enlarged. During the next two days the boy was 
in grave danger, with grunting respirations, 70- 90 
per minute, pulse 128-132, restlessness and lividity, 
the liver reaching to the level of the umbilicus. 
On the 30th he was decidedly better and since 
then he has steadily improved. On this day a 
loud musical murmur was heard, loudest at the 
junction of the xiphoid and sternum. At first I 
thought it might be due to a perforated valve or 
ruptured cord. It has varied in character since, 
is not always present, and is loudest during inspira¬ 
tion, so I think now that it is due to compression 
of the edge of the lung, and purely exocardial or 
cardio-pulmonary. A case of this type illustrates 
; that you must pay the most careful attention to 
: what is apparently only mild rheumatism in 
: children. Joint pains and swelling are often trivial, 

1 whereas the heart may become rapidly and 
I seriously affected. In the present instance there 
i was no joint swelling, and yet even under careful 
' treatment endocarditis developed very quickly and 
was followed by myocarditis with severe general 
symptoms. Even getting these patients quickly 
under the action of salicylates does not prevent the 
cardiac mischief, though probably it reduces its 
severity. This boy was given sodii salicyl. gr. \\\ 
sodii bicarb, gr. xxx on admission every two hours 
for six doses, and then four-hourly. When the 
myocarditis was severe he was given half these 
doses four times daily ; brandy dr. j tertiis /ions ; 
and oxygen and liq. strychnine Nlj, digitalen gr. 
p.r.n. 

I must warn you that rheumatic cardiac disease 
is not always ushered in by noticeable pain or 
swelling. Sometimes it ensues on tonsillitis, or on 
what is apparently a simple attack of gastro-enteric 
disturbance with vomiting and diarrhoea. 'The 
heart of the child should receive special attention 
in illness. 
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Hepatic Enlargement. 

This boy, ret. 13 months, is the fifth child of 
his mother. His brothers and sisters are healthy. 
There is nothing to suggest congenital syphilis. 
He lias been delicate since birth, and worse since j 
six months of age. He has been brought up on ■ 
the breast and the bottle, being fed irregularly and 
on indefinite quantities. On admission to the 
hospital on November 6th, after five weeks’ treat- 1 
ment in the out-patient department for diarrhoea | 
and vomiting, he was greatly emaciated, weighing | 
12 lb 6 oz. He had cut eight teeth. The liver 1 
extended below the level of the navel, and was 
smooth and firm. The spleen was a little enlarged. , 
At first he vomited freely and passed undigested ; 
stools. As he was put on to a more solid and 1 
mixed diet of Bengers food, rusk, biscuits, potatoes j 
and gravy, and milk he has improved rapidly, and : 
now weighs 13 lb. 15 oz., having put on 17 oz. in , 
the last week. The liver is a good deal smaller, j 
the spleen still palpable. It is often difficult to 
account for such extensive enlargement of the liver 
in a baby. Normally, this organ is large in early 
life and extends below the costal margin. In rickets 1 
it is pushed down by the contraction of the chest- 
wall, and drops in consequence of relaxation of its 1 
suspensory ligaments. Moreover there is apt to be : 
some gastro intestinal derangement in rickets and | 
the liver is often fatty. I am doubtful of the 
existence of a true rachitic enlargement of the liver 
in rickets, occurring apart from intestinal toxaemia, j 
The fatty*liver is far the commonest type of i 
enlargement. In overfed, sometimes rachitic j 
children, it is quite common. It is also found in j 
tuberculous disease and in many toxremic states, j 
acute infections, pneumonia and intestinal disorders. ! 
In pneumonia 1 have found, even in older children, ! 
the liver enlarged and almost entirely below the ! 
costal margin by reason of fatty change and 
relaxation of its ligaments. The next most common 
cause of hepatic enlargement in infancy is con¬ 
genital syphilis, which can, I think, be excluded by 
virtue of the family history and the absence of any 
history of syphilitic disease in earlier life. Visceral 
syphilis is generally very severe and fatal. A child 
thus affected would not improve so rapidly on 
simple treatment. I think we have to deal with a 
fatty enlargement dependent on gastro-intestinal 
derangement and intestinal toxaemia, and that the 
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prognosis is quite good. Acute congestion, abscess 
and passive congestion can be easily excluded. 
Hydatids and tumours are almost unknown at this 
age, and the liver is decreasing in size. Amyloid 
disease is rare under ten years of age, and no cause 
thereof is apparent. Of malaria we have no history, 
and the enlargements of the liver associated with 
jaundice are excluded by the absence of this 
symptom. One final point I should like to mention, 
namely, that infants with fatty livers are bad 
subjects'for anresthesia because of the liability to 
acid intoxication and post-anaesthetic vomiting. 

February $th, 1912. 


“ Epinine.”- Since the introduction into thera¬ 
peutics of the active principle of the supra renal 
gland, now so widely used, man)' attempts have 
been made to produce a synthetic substance of 
similar action. Among the workers in this field 
have been Burroughs Wellcome &: Co., who now 
announce the issue of a synthetic product to which 
the name “ Epinine ” has been given. This sub¬ 
stance, which, chemically, is 3 : 4 dihydroxy- 
phenylethylmethylamine, was discovered at the 
“ Wellcome ” Chemical Works, and is stated to 
possess all the valuable physiological properties of 
the supra renal principle, with some additional ad¬ 
vantages. Being a synthetic preparation “ Epinine” 
is more easily obtained in a state of purity than is 
the natural substance. By physiological tests 
“ Epinine ” has been proved to give all the charac¬ 
teristic effects of the supra renal principle on the 
blood-pressure, heart’s action, uterus, etc. The 
rise in blood pressure produced experimentally by 
“ Epinine ” is, however, more prolonged than is 
the case with rises of equal height due to the supra¬ 
renal principle. Quantitatively it has been found 
that 1 in 100 solutions of “Epinine” are equal 
in activity to 1 in 1000 solutions of supra renal 
active principle. “ Epinine ” is, therefore, issued in 
the strength of 1 in 100. 

For use in eye work Messrs. Burroughs Wellcome 
& Co. are issuing “ Epinine ” as a “ Tabloid ” 
ophthalmic product. When instilled into the eye 
j in 1 in 1000 solution, it produces marked and sus- 
I tained pallor of the conjunctival mucous mem- 
I brane. It has already given good results in 
j ophthalmic practice, and its preparation as a 
“Tabloid” ophthalmic product, easily applied to 
I the eye, should lead to an extension of its use. 
“Tabloid” ophthalmic “Epinine h is put up in 
tubes of twelve products, each product containing 
0 006 grm. of “ Epinine.” 
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THE X RAY DIAGNOSIS 
OF PULMONARY TUBERCULOSIS.* 

By G. HARRISON ORTON, M.A., M.D., 

Medical Officer in Charge of the X-ray Departments of 
St. Mary’s, the Royal Free, and Mount Vernon 
Hospitals. 


Mr. President, — Although it is now just over 
fifteen years since the first series of cases of pul¬ 
monary tuberculosis examined by X rays was 
published, nevertheless at the present time it is 
a method of examination but very little under¬ 
stood by the main mass of the profession in this 
country. 

I realise that what I have to say this evening j 
must be in great part a repetition of what I have I 
said before, but I hope I shall be able to show that ! 
the utility of this method is such that it is worthy j 
of a wider recognition than it has at present | 
obtained. 

The first cases were published by l)r. Francis j 
Williams, of Boston, in 1896, and in the ‘ Boston 
Medical and Surgical Journal ’ of October of that 
year he writes as follows : 

“ I have examined about forty cases of pul 
monary tuberculosis, and find not only that the I 
fluoroscope is of value in determining the extent of 
the disease, but also sometimes reveals its location 
where and when it would otherwise have been 
unsuspected.” 

The pioneer in this country was l)r. Hugh 
Walsham, who published cases as early as the year 
1898. 

In 1905 Dr. Theodore Williams, in the discussion 
at the International Congress of Tuberculosis held 
in Paris, mentioned as one of his three classes 
cases where early tuberculosis was indicated by the . 
rays, before its detection by auscultation and per- 
cussion. With the fact that such a class of case 
exists, no one who has used this method extensively 
and correctly can disagree. This in itself I think 
is sufficient justification for a more extended use 
and knowledge of the method. 

In the discussion following Dr. Stanley Green’s 
paper read before the Royal Society of Medicine in 
December, 1907, Dr. Samuel West said : “It must 
be admitted that there were ca^es of lung diseases, j 

* Delivered before the Medical Society of London. 


deep seated, and manifest from the clinical sym¬ 
ptoms afterwards or by post-mortem examination, 
which could not be practically detected during life. 
There were cases of fatal haemoptysis in patients 
who had been most carefully examined, and in 
whom the haemoptysis had come as a complete 
| surprise. There was a group of cases absolutely 
j undiagnosable from physical signs, and in those 
X rays might give very great help. . . . He had 

received the greatest benefit from X rays in a certain 
' number of cases in which he could not interpret 
the physical signs.” 

Since 1896, and even since 1907, the apparatus at 
our disposal has improved immensely, as has also 
our technique. It is rather surprising, therefore, 
to read in 1911, in the last edition of Sir Douglas 
Powell and Dr. Horton Smith Hartley s work on 
diseases of the lungs and pleurae the following : 
“ In the great majority of patients in whom the 
symptoms and signs suggested an early lesion of 
the lung, we have derived no assistance whatever 
from the X rays, the appearances being always 
negative. Further in certain patients in whose 
sputum tubercle bacilli were present, proving that 
the lesion was no longer a very early one, and in 
whom definite physical signs were observed, the X 
rays still showed no abnormality.” 

Now, in the book just referred to no mention is 
made about the kind of apparatus employed, or the 
details of technique upon which these conclusions 
1 were based, and it would be extremely interesting 
! if, in the discussion which I hope will follow my 
paper, physicians who have studied this method 
of examination would state briefly the technique 
upon which their conclusions are founded, as it is 
only by this means their value can be tested. So 
contrary are such conclusions to my own experience, 
and I think I may say to that of several physicians 
with whom I have worked, that I do not think 
such statements ought to pass unchallenged, and 
they must not be regarded in any way as generally 
accepted facts. 

I am quite willing to admit that there are some 
so skilled in the ordinary physical examination, 
that they may consider the additional refinement 
of an X-ray examination unnecessary, but what 1 
cannot admit is that there are many cases which 
can be proved—I will not say suspected—to be pul¬ 
monary tuberculosis which are quite negative on 
X-ray examination, provided always that that 
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examination is properly and thoroughly carried 
out. 

Now, it is my object this evening to try and show 
how this disease even in its very early stages can 
be demonstrated by the X-ray examination, but 
before going further I would like to insist (as I 
have always done) on the importance of regarding 
this examination as an additional aid to diagnosis, 
a method to be used not in place of, but in 
conjunction with, every other method at our 
disposal. As no one other method taken alone is 
infallible, neither is the Rontgen method, but 
there are many instances where its employment 
will enable a definite opinion to be formed in cases 
which would otherwise have remained doubtful. 
In utilising the Rontgen method we are bringing 
into play another, and in most of us the most 
highly developed sense, namely the sense of sight, 
and it cannot but be to our advantage to be able 
to control with the eye the findings of the hand 
and the ear. 

It seems to be the idea of many that the X-ray 
examination consists merely of putting a plate upon 
the chest and making an exposure, but I need 
scarcely say that this is not the case. A careful 
screen examination with every detail of technique 
properly carried out by a skilled observer is of the 
utmost importance, and this must be followed by 
the skilled interpretation of a satisfactory negative 
or negatives. Hasty and perfunctory examinations 
and imperfect technique have been and still are 
responsible for many errors which tend to bring 
this method into disrepute. 

Before describing the necessary details of tech¬ 
nique, and in order to enable you the better to 
understand the various departures from the normal, 
it will be necessary for me to describe briefly the 
appearances to be made out on the X-ray examina¬ 
tion of a normal chest. I have hardly time nor do 
I think it necessary to describe the appearances 
seen in all the positions employed, but let us con¬ 
sider those seen in the postero-anterior and 
antero posterior examinations, i. e. when the screen 
is placed either on the anterior or posterior surface 
of the chest, the X-ray tube, of course, being on 
the opposite side of the chest to the screen in both 
cases. The appearances seen in these two positions 
are so similar that the same description will apply to 
both if I point out afterwards the slight differences 
which enable us to distinguish between the two. 


What we may call, then, the radioscopic image of 
the normal chest presents three vertically disposed 
zones, a median which is dark and corresponds to 
the shadows cast by the vertebral column, media¬ 
stinal contents (including the heart), and to the 
sternum, and two clear lateral zones which are 
situated on either side of the median and corre¬ 
spond to the areas occupied by the lungs. They 
are crossed by the curved shadows of the ribs, and 
in the upper part by the somewhat denser shadows 
of the clavicles ; they are bounded above by the 
shadows of the first ribs, laterally by the shadows 
of the overlapping ribs and lateral walls of the 
thorax, and below by two dark, dome-shaped 
shadows, which rise and fall with the movements of 
respiration and correspond to the diaphragm. Now, 
when the screen or plate is placed on the anterior 
surface of the chest, the lattice-work effect caused 
by the crossing of the ribs is a very marked feature, 
which is almost absent when the screen is on the 
posterior surface. This is due to the fact that the 
anterior portions of the ribs are much less dense 
than the posterior—dense enough to cast a very 
distinct shadow when the plate is almost in contact 
with them, but being very much less distinct when 
it is at such a distance from them as it must needs 
be when placed on the posterior surface. 

The heart being nearer the front than the back 
of the chest, the shadow of this organ is sharper 
and more distinct when the screen is on the 
anterior surface. 

In addition to what we may call these grosser 
shadows, there are to be seen on either side of the 
median shadow certain somewhat ill-defined 
shadowy lines, which become less and less evident 
as we pass from the region of the root of the lung 
towards the periphery, and are more marked on 
the right side than on the left. I need not bother 
you with all the explanations which have been put 
forward to account for these ; they are, I have 
little doubt, due to the vessels and bronchi radiating 
from the roots of the lungs, in the main, I 
think, due to vessels which are more likely to cast 
shadows, being filled with blood, than the bronchi 
which are filled with air ; in addition to these 
radiating lines there are to be seen also near the 
root of the lung on either side, certain opaque 
spots and circles, no doubt due to vessels and 
bronchi seen in cross-section. It is important that 
these should be recognised as normal shadows. 
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Having briefly touched upon the normal appear¬ 
ances, let us now proceed to investigate the various 
departures from the normal which can be made out 
in pulmonary tuberculosis. 

Omitting very advanced cases the following are 
the chief changes, and one or more of them will 
be found to be more or less marked in all 
cases : 

(1) A dimness and failure of one or both apices 
to brighten on deep inspiration. 

(2) The movement of the diaphragm is restricted 
on the affected side or sides, this restriction being 
as a rule in the lower part of the excursion. 

(3) The heart, in a large majority of early cases, 
is smaller, and more vertically placed in the 
chest than normal. 

(4) Definite shadows are cast by the diseased 
portions of the lung. 

Let us consider first the dimness and failure of 
an apex to brighten, as this is one of the most 
important and early signs. I have already stated 
that the areas occupied by the lungs in a normal 
chest are clear. Now, although clear, there is a very 
decided difference in the transparency or trans- 
radiancy of the lungs during deep inspiration and 
expiration respectively. The greater amount of 
air contained in the lungs during deep inspiration 
causes them to become more permeable to the 
rays, a fact which is evidenced by the brightening ( 
or increased fluorescence of the screen during this 
act. A failure to brighten means deficient air- 
entry, probably due to local loss of function, and 
this may be one of the earliest signs of pulmonary 
tuberculosis. 

Sir Wm. Osier has pointed out that in the 
earliest stages of pneumonia, in many cases at 
any rate, the evidence is confined to local loss of 
resonance and feebleness of air-entry, showing that 
that part of the lung is not acting, and Dr. Lees has 
stated that the earliest indications of pulmonary 
tuberculosis may be, and frequently are, exactly 
identical with those which are found in pneumonia. 

In order to study this phenomenon in a satis- I 
factory manner, it is necessary to pay very special 
attention to the details of technique, and the j 
following are the chief points to which attention 
must be paid. 

In the first place the luminous sensibility of 
the retina must be as acute as possible. The 
room, therefore, in which the observations are to 


be carried out must be absolutely dark. Examina¬ 
tions with a fluoroscope in a light room are abso¬ 
lutely valueless. 

The X-ray tube must be completely enclosed, 
and all vfalve tubes, etc., which are likely to emit 
any extraneous light must be well covered. The 
observer must remain in darkness for some con¬ 
siderable time before commencing the examination. 
Beclere, of Paris, who jias made a special study of 
this point, says : “ My own experimental observa¬ 
tions have proved by precise measurement that 
after ten minutes in the dark the sensibility of the 
retina to the light of the fluorescent screen has 
become 50 to 100 times greater than it was on 
emerging from broad daylight; it is about 200 times 
greater after twenty minutes’ observation, and after 
a longer interval it still increases.” 

This is a point of the utmost importance, and I 
have dwelt upon it at some length as it is quite 
impossible to observe these changes if it be dis¬ 
regarded. 

In the second place, the rays must be so adjusted 
(without flickering) that the area under examina¬ 
tion is barely illuminated ; and lastly, a ray of very 
low penetration must be employed. You will 
readily understand that with a large current 
passing through a tube emitting rays of fairly 
high penetration, such as is as a rule employed in 
making screen examinations, small differences in 
density between the apices and slight changes 
in translucency between deep inspiration and 
expiration respectively would be quite unobserv¬ 
able, and further, unless the luminous sensibility 
of the retina were very acute, nothing at all could 
be seen on the screen with the vacuum of the tube 
and the current passing through it adjusted in the 
manner I have described. 

If all the necessary precautions be taken, however, 
there will be no difficulty in many cases in demon¬ 
strating this phenomenon even to the untrained eye. 
There are other cases of course when the eye trained 
to these examinations has the advantage, in the same 
way as slight changes quite evident to the skilled 
percussor cannot always be made evident to others. 
In some cases a slight dimness at one apex may be 
due to unequal muscular development, but this 
does not prevent there being a decided brightening 
on deep inspiration, which enables us to distinguish 
this from a dimness due to diminished air-entry. 

I will now pass on to a consideration of the 
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movements of the diaphragm. In a normal chest 
the shadows of the diaphragm are seen to plunge 
smoothly up and down with the movements of 
respiration, the curve of the convexity becoming 
somewhat flattened on forced inspiration. The 
range of movement is approximately equal on the 
tw'o sides, and any marked inequality of the move¬ 
ments on the two sides is pathological. 

Dr. Francis Williams was the first to draw atten¬ 
tion to the limitation of movement of the diaphragm, j 
and in his book states that it is one of the earliest 
signs of pulmonary disease. The fact that limitation 
of movement does take place in pulmonary tuber¬ 
culosis is admitted by most, if not all, observers. 
Nevertheless there is a great difference of opinion * 
as to the value of this sign, the stage of the disease 
at which it appears and its constancy. 

In my own opinion it is a very valuable sign 
when present, and it appears at an early stage of the 
disease, being often coincident with the failure to 
brighten of an apex just described. In some cases 
this limitation of movement is a very marked i 
feature, the diaphragm appearing to be practically 
fixed; in others it may require somewhat careful 
measurement to detect it. With regard to the 
constancy of this sign, it certainly cannot be 
observed in all cases, but that does not mean it is 
useless, and it is possible (as has been suggested) 
that it is present in all cases at a certain stage of 
the disease, but may have passed off in some before 
the case comes under observation. 

Some interesting observations on the point have 
been published by Dr. David Lawson, which it may 
be well to quote here. 

He examined with X rays a series of patients 
where active disease was present. And again later, 
after they had undergone a course of treatment 
(hill-climbing, etc.) and arrest had been secured. 
In such cases he states—“It has frequently been 
observed that the diaphragm upon the affected 
side during the stage of active disease moved less 
freely than on the sound side, but that, as con¬ 
valescence proceeded and compensatory breathing 
became established, the diaphragm gradually altered 
the character of its movements, until at length the 
side which exhibited impaired movement came to 
show' movement which equalled or even surpassed 
that of the other side, the limitation of movement 
thus corresponding with the period of activity of the 
disease.” 
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There can be little doubt that the diaphragm 
movements do vary with the stage of the disease, 
and this no doubt accounts for many of the dis¬ 
crepancies of opinion as to the value of this sign, 
it being more or less marked or even absent 
according to the stage at which the case comes 
under observation. It w'ould not be difficult to 
understand that, in early and active cases, this 
limitation of movement is part of Nature’s means 
of procuring rest for the inflamed lung, but that 
later when the disease has become arrested, pro¬ 
vided the destruction of lung-tissue is not toe 
considerable, the diaphragm takes on so to speak 
a compensatory movement, in order to enable the 
remaining healthy lung to do the extra work 
required of it. 

An interesting study this for those in charge of 
sanatoria, who are enabled to keep an eye upon 
their patients in a manner quite impossible in 
hospital w'ork. 

Now, in some cases a peculiar jerky movement 
of the diaphragm on the affected side may be a 
more marked feature than limitation ; this is very 
characteristic to anyone who has seen it, but 
difficult to describe; it is often associated with 
so-called “cog-wheel” respiration at one or other 
apex. 

There are other alterations in the jnovements 
and in the shape of the shadow of the diaphragm, 
but I have hardly time to mention these; suffice it 
to say that all may give valuable information ir 
certain cases. 

Some of these alterations are no doubt the result 
of adhesions, but I feel confident that the limita¬ 
tion I have described is not in the majority of 
cases due to adhesions, but is further evidence of 
loss of function. 

The failure to brighten of an apex and a limita¬ 
tion of movement of the diaphragm is a marked 
feature in pneumonia, and in the later stages, when 
the disease is becoming cured, I have been able to 
watch the gradual return to normal of the diaphragm 
movements and brightening of the lung, the normal 
being reached some considerable time later than 
one would expect. 

A few words now about the heart and aorta. In 
a large number of cases of pulmonary tuberculosis— 
I allude of course to early cases before hypertrophy 
has taken place—the heart is seen to be much 
smaller than normal, and placed more vertically in 
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the chest, Thi* **mallness of the heart is fre- ; 
quently associate with a very narrow aortic 
shadow, and it has been held that this small heart 
and narrow aorta with the resulting circulatory 
enfeeblement is one of the factors which predis¬ 
pose to tuberculosis. 

Professor Bouchard and Dr. Balthazard, of Paris, 

1 

have made a special study of the size of the heart 
in tuberculous subjects, and in their communication 
to the International Congress, 1905, stated that 
they had come to the following conclusions: That 
in the first stage of pulmonary tuberculosis the 
heart is smaller than normal, and the same holds 
good in the second stage. They go on to say that if | 
we except certain cases of chlorosis, this smallness 
of the cardiac area is only found in tuberculous 
subjects, and conclude that it is characteristic of a 
tuberculous soil, that is to say one of the dystro¬ 
phies which predispose to tuberculosis. In the 
third stage, however, the heart is larger than 1 
normal, due to cardiac hypertrophy and dilatation, | 
brought about by the increased resistance in the 
pulmonary circulation. These observations explain 
the apparent contradictions which have existed in 
the observations of others, the dimensions of the 
heart having been studied mainly in the post¬ 
mortem room rather than during life. 

In some cases, however, the heart is normal in 
size in the early stages, and the above authors con¬ 
sider that such patients have succumbed because 1 
they have been exposed to exceptional contagion. 

Dr. H. Guilleminot suggests from several 
observations of his own “ that the cases which are 
cured are those which in the first stages of the 
malady possess a heart whose area is equal to or 
above that of the normal.” 

Here is another interesting field for research, for 
observations on this point are at present too few 
to enable us to draw any very definite conclusion. 
Nevertheless they should be borne in mind when 
considering the question of prognosis in early 
cases. 

We must now pass on to a consideration of the 
shadows cast by the diseased portions of the lung. 1 
These are best studied on the negative, and I need ! 
not bother an audience such as this with the 
technique necessary for obtaining these, suffice it to 
say that it is absolutely essential for accurate work 
that they be obtained with the breath held, as the I 
movement of the lungsduringa time exposure causes ] 


practically all the finer detail to be lost. In cases of 
doubt a negative must be obtained on both the 
front and back of the chest, for reasons which will 
be obvious if you remember my remarks about the 
shadows of the anterior portions of the ribs. 

Having obtained a satisfactory negative or 
negatives the next step is the interpretation 
of these, and in early cases this is not so easy as 
one might imagine, and takes very considerable 
experience. A very careful study of the fine 
radiating lines already mentioned must be made and 
compared with our mental picture of the normal. 
The appearance of any mottled shadowing makes 
it certain that we are dealing with disease of the 
lungs. Near the root of the lung we must exercise 
extreme caution, and when we get nearer the 
periphery it is important to compare the diameter 
of the opaque spot with the breadth of any neigh¬ 
bouring fine line, and also the degree of opacity, 
a$ we must remember the appearances produced by 
the small vessels and bronchi seen in cross sec¬ 
tion. I have here a series of negatives of cases of 
tubercle which had suspicious symptoms, but no 
definite physical signs, also a normal chest for com¬ 
parison, and I think a study of these will be more 
helpful than any attempt of mine to give an exact 
description. Directly these small scattered shadows 
begin to coalesce and form definite little groups 
the diagnosis becomes easier, and when groups 
themselves begin to coalesce, still easier, and so we 
pass on to the very definite mottled shadowing which 
is present in the more advanced stages, and is so 
characteristic of this disease. I do not think I 
should serve any good purpose by showing a large 
number of these, with which I expect all here are 
familiar, and it is quite evident of course that they 
cannot represent the disease in its earliest stages. 

Now it has been urged that any case which has 
advanced to such a stage as to cast such mottled 
shadowing could be diagnosed, at any rate in 
expert hands, by other and perhaps simpler 
methods. But in some cases this is not so : my 
experience of the X-ray examination of the chest, 
which extends now over a period of ten years, has 
proved to me the contrary, and I feel I can 
definitely state that there is a class of case which 
can advance to such a stage (/. <?. that there is marked 
mottled shadowing in both lungs) before any 
definite physical signs can be madd out. Cases 
have come under my observation, too, where 
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physical signs, definite at one apex, were absent at 
the other, the X-ray examination showing definite 
evidence of disease in both, also cases where one 
apex was suspected and the rays showed marked 
shadowing of the whole of the upper part of the 
lung out of all proportion to the physical signs. 
These cases no doubt represent but a small pro¬ 
portion of the number of cases examined, but that 
they exist cannot be denied, and this is but further 
proof of the additional help a physician may be able 
to obtain from an X-ray examination. In cases 
where the disease commences near the root of the 
lung—and I believe these will be found to be a larger 
class than is generally supposed—the diseased areas 
are covered by areas of healthy lung and the 
physical signs are masked. Again, in cases of 
emphysema, the lungs .being more transradiant 
han normal, the presence of co-existent disease is 
the more easily detected by the rays, whereas by 
the ordinary physical signs its detection may be 
impossible. And lastly, there is a class of case in 
which the physical signs suggest tubercle, and the 
X-ray signs are negative. I know of several of these, 
which have been proved to be non-tubercular. Now 
the X-ray examination is not without difficulties, 
neither is it infallible, and in the interpretation of 
some negatives I have been very far from the truth : 
in one case I well remember, the X-ray examination 
showed the whole of the left side to be in dense 
shadow, the right border of the heart could not be 
seen, and the right diaphragm was plunging up and 
down with a greater range of movement than 
normal. My diagnosis was fibrosis of the left lung, 
the heart being drawn over to the left, but, alas ! 
the post-mortem examination revealed an aneurysm 
pressing on the left bronchus, and the left lung had 
completely collapsed, which of course accounted 
for the dense shadow on that side, and for the 
drawing over of the heart. However, from our 
greatest mistakes we often learn the most, and 
although we have many more mistakes to make, 
and consequently much more to learn, before this 
method of examination becomes perfected, never¬ 
theless I hope I have been able to show that the 
additional aid it can give us even now, is such 
that we cannot afford to disregard it. 

I have now touched upon most of the debatable 
points, and as there has been no discussion in this 
country since 1907, I want there to be plenty of time 
for a good one this evening. I think, therefore, that 


I will omit any detailed description of the appear¬ 
ances to be made out in cases with cavities, fibrosis, 
etc., and will content myself with throwing on the 
screen a few examples of these ; and I think it will 
be interesting in view of the adoption of artificial 
pneumo thorax as a means of treatment to show 
you a series of negatives which demonstrate the 
large amount of useful information the X-ray 
examination is able to give the physician when 
carrying out such treatment, such as the degree 
of collapse obtained, presence of adhesions, etc., 
which can all be very accurately determined. 

Dr. James Calvert asked whether the shadows 
at an apex were necessarily in the lung or whether 
they might not sometimes be due to disease in the 
pleura. Was it possible to tell from the shadow 
at an apex whether the disease was active at that 
moment or was a relic of disease which had ceased 
to be active five, ten, or twenty years before ? He 
quite agreed with what Dr. Orion had said as to 
the usefulness of X ray examination in certain 
cases as an additional aid to diagnosis. 

Dr. W. Ironside Bruce said that, having had 
considerable experience in X-ray examination of 
the chest, his conclusions were practically the same 
as those at which Dr. Orton had arrived. There 
were, however, a few points upon which he would 
lay stress. The first related to the movements of 
the diaphragm. Save as a means of confirmation 
of what he had already seen on the plate, he could 
not say he had ever placed any great reliance upon 
the diaphragm signs. He could never bring himself 
to believe that such signs in themselves gave a 
positive means of recognising any condition of the 
lung. The diaphragm phenomena might be caused 
by so many things. -Any pleuritic inflammation 
or adhesion would immediately limit the move¬ 
ment of the diaphragm. The radiographic appear¬ 
ance of the lungs in phthisis was of the utmost 
value ; the rounded opaque areas in groups were 
certainly characteristic of tuberculous infiltration 
of the lung. The larger sized areas at the root of 
the lung had interested him very much; on screen 
examination these areas if watched upon inspiration 
often light up and become rounded translucent areas, 
whereas on expiration they again become opaque. 
He believed them to be due to thickened bronchi, 
for post-mortem specimens of tuberculous lungs 
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showed the thickened bronchi very obviously at 
the lung root. One of the difficulties he had found 
was to distinguish simple catarrhal pneumonia from 
tubercular infiltration. The X-ray appearances 
were closely similar, but obviously it should be 
possible to distinguish between these diseases clini¬ 
cally. He also referred to the extraordinary 
frequency with which tubercular infiltration com¬ 
menced from the root rather than from the apices, 
where it was so commonly believed to begin. 

Dr. D. M. Barcrokt said that this eminently 
interesting subject had been very ably presented. 
There were a certain number of questions, how¬ 
ever, on which they might wish for enlightenment. 
In post-mortem rooms a lung that did not contain 
more or less deposit of carbon was seen but rarely. 
He wished to know whether a deposit of carbon in 
the lung threw a shadow or made any alteration in 
the shadow. Might it not be that such a deposit 
would throw a shadow indistinguishable from the 
shadow thrown by a tubercular lesion ? At another 
learned society a few weeks ago a distinguished 
radiographer had laid emphasis on what he called 
peri-bronchial tuberculosis, and he was very 
dogmatic in saying that a great many of the fine 
radiating lines were not due, as might be supposed, 
to anything fibrous or to a normal bronchus, but to 
peri-bronchial tuberculosis, as he called it. He 
(Dr. Barcroft) understood that at the hospital to 
which this particular radiographer was attached he 
had the opportunity of seeing a great many cases, 
and great stress was laid upon what he considered 
to be the real causation of this frequent feature in 
the radiographed lung. 

Dr. YV. P. S. Branson asked whether there was 
not some fallacy about the significance attributed 
to this diaphragm limitation. The descent of the 
diaphragm depended upon the ease with which air 
could enter the lung. He would have imagined 
that the failure of the diaphragm was a measure 
of the extent to which the lung was incapable of 
expanding. It seemed rather singular that the 
cases of early tuberculosis should show such great 
limitation. The movement of the diaphragm ought 
to depend upon the lung’s capacity for expansion. 

Dr. Walter Carr said that the first question 
was : Could it be definitely said that X ray examina¬ 
tion would give shadows indicative of tuberculous 
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! disease when physical examination gave a negative 
I result ? His own experience led him to the affirma- 
! tive conclusion. He had made a point of sending 
i his cases to Dr. Orton to be radiographed, and had 
) compared the results of his own physical examina¬ 
tion with those Dr. Orton had obtained with the 
fluorescent screen. Physicians were realising more 
and more in recent years that the physical signs 
usually gave a very insufficient indication of the 
amount of disease actually present. He had seen 
many cases in which there was definite disease on 
one side, with characteristic signs, but Dr. Orton 
had found that the opposite lung, which lie had 
supposed to be quite healthy, showed X ray signs 
of considerable disease. Sometimes the physical 
signs were slight, whilst the X rays showed exten¬ 
sive lesions. In one such case, although haemop¬ 
tysis had occurred and bacilli were present in the 
sputum, the physical signs were very few. Afier a 
careful examination he found only a very small 
patch of indistinct crepitations ; in fact, had he not 
known from other indications that the patient had 
lung disease he would probably have passed his 
chest as normal. Dr. Orton, however, by means 
of the X rays, found an extensive shadow occupying 
the upper half of the affected lung. Recently he 
| had seen a case in which the question was : Should 
' the patient, who had had pleurisy, return to her 
work as a nurse? The only abnormal sign present 
was “cog-wheel breathing” all over the lung on 
: the side on which the pleurisy had occurred, but 
| by X ray examination it was discovered that there 
! was a distinct shadow near one apex, and others 
J near the root of the lung, the latter probably indi- 
| eating tuberculous bronchial glands. Dr. Calvert 
! had raised the question as to whether these shadows 
I afforded any evidence as to the activity of the 
| disease. Certainly they could not expect to get 
| much help in that way. In arriving at a knowledge 
| of the activity of the lesion they would best be 
j guided by the symptoms, the general health, the 
I temperature, the weight, the pulse, and so on. 
• These were generally of more value even than the 
! results of physical examination. Radiography ie- 
vealed the extent of mischief present but certainly 
not its activity. A further question was whether 
shadows suggesting the existence of tuberculous 
disease might be met with when none was really 
present. In a doubtful case, if the radiographer 
said that shadows were present, and symptoms of 
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tuberculosis subsequently developed, of course that 
settled the question, but if such symptoms did not 
develop, the cause of the shadows must remain in 
doubt. Shadows due to tuberculous mischief 
might be present at the time the radiographer 
made his examination, and subsequently the disease 
might become quiescent, so that radiographic find¬ 
ings suggestive of tuberculous disease might still be 
'true, although no signs or symptoms subsequently 
developed. On the other hand, if in a doubtful 
case the radiographer said that he could find no 
evidences of disease, and that the two apices 
brightened equally on inspiration, a hopeful pro¬ 
gnosis could be given with greater confidence. 
Probably, in such a case, no tuberculous disease 
existed. Dr. Ironside Bruce had said that there 
was no distinction radiographically between simple 
and tuberculous broncho-pneumonia, but that this 
did not matter because the two conditions could 
readily be differentiated clinically. He asked Dr. 
Bruce to say how it was possible to distinguish 
between the two diseases. The speaker had long 
looked for such distinctions, but had failed to find 
them. 

Dr. A. (i. Phkar asked whether any shadow was 
thrown in tin* pre-infiltration stage of tuberculosis 
of the lung. Clinically this stage might be detected 
by the signs of localised bronchitis of limited area. 
He * lid not agree with what had been said as to 
the post-mortem evidence of tubercle beginning 
near the roots of the lung. When traces of timercle 
were found in post-mortem subjects who had died 
from some other disease, such traces, in his experi¬ 
ence, were found almost invariably in the region of 
the apex, and he could not remember a case in 
which there were scars indicative of tubercle in the 
root of the lung. He wished to know what the 
post-mortem evidence was with regard to enlarge¬ 
ment of the heart. In nearly all cases that died 
from pulmonary tuberculosis the heart was small ; 
seldom hypertrophied. The shadows in X ray 
examination gave evidence of some infiltration in 
the lung, but they left the matter in doubt as to 
whether that infiltration was tubercular or due to 
some other cause, and, if tubercular, whether it 
was or was not active. 

Dr. Mitchell Bruce spoke in favour of the 
views which Dr. Orton had put forward. He was 
quite confident that X-ray examination succeeded 


in cases where the stethoscope and all other 
means of physical examination failed. He had 
been convinced slowly, but conviction had come to 
him at last, and he was specially glad to recognise the 
extreme value of the X-ray examination in very early 
; tubercle before infiltration had occurred. Although 
1 there might be haemoptysis, the stethoscope often 
failed in cases of that description, and only by 
X-ray examination were definite evidences forth¬ 
coming. There was another class of case, familiar 
to all present, in which young, delicate men were 
concerned. These men came for examination with 
very ill-defined symptoms, perhaps only a history 
of cough, and the examiner could not be perfectly 
sure that the physical signs he had found, perhaps 
indefinitely distributed throughout the lungs, were 
those of tuberculosis. In some cases of that des¬ 
cription the X ray examination definitely showed 
tubercle. In these two classes of cases he had found 
the method very useful diagnostically. He was 
! interested, however, to hear Dr. Orton say that the 
method was not infallible. A lady was brought to 
him quite recently with haemoptysis and some 
physical signs over the right apex. To day, after 
two months, those signs had not entirely disap¬ 
peared. During the interval between the discovery 
of those physical signs and their incomplete dis¬ 
appearance, the patient’s chest was examined by 
one of the most skilled radiographers, but with 
an entirely negative result. There was no ques¬ 
tion as to the signs and the haemoptysis, yet the 
radiographer would not commit himself to a dia 
gnosis. Perhaps it was owing to some such obser¬ 
vations that Sir Richard Douglas Powell and Dr. 
Hartley in their book had come to a conclusion 
unfavourable to the method. 

I 

; Dr. Orton said, in reply to Dr. Calvert, that it 
! was often possible to tell whether the shadows were 
! in the lung or in the pleura by means of the 
1 stereoscopic method. By taking two pictures with 
1 a stereoscopic shift of the tube between them, 

! and viewing them in a stereoscope, the various 
j details would lie found to stand out in the most 
beautiful relief. He had published one such case, 
with Dr. Walsham. As to Dr. Calvert’s second 
I question, it was quite impossible to tell from the 
character of the shadows whether the disease was 
active or not. To make the diagnosis it would be 
necessary to take every sign into consideration. It 
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was a fact that from the shadows alone they could 
not say whether the tubercle was ten weeks or ten 
years old, except in some cases of dense or fibrous 
deposit, when it could certainly be said from the 
character of the shadows that the lesions were old, ; 
although even in these the activity or otherwise of ; 
other co-existent lesions could not be demonstrated. 
With regard to the movement of the diaphragm 
and pleuritic adhesions, he agreed that what Dr. ' 
Bruce had said might be true in some cases, but j 
this certainly did not account for all. Dr. Branson . 
suggested that they would not get limitation of 
movement of the diaphragm to such an extent as | 
supposed in the early cases, because such mover 
rnent corresponded to the amount of air the lung ! 
was taking in. This did not appear to be true in j 
all cases. In a certain number the limitation was j 
probably due to a reflex nervous inhibition. There j 
seemed to be a class of case in which there was a 
need for the lung to be kept at rest, and the failure i 
of the lung to brighten, and limitation of move- ! 
ment of the diaphragm, was a part of Nature's 
means of procuring rest. He did not know how 
otherwise this limitation of the movement of the 
diaphragm was to be accounted for, especially as j 
the diaphragm on the diseased side would after- j 
wards recover itself, so that its movement might j 
even exceed that on the sound side. In the latter I 
case no doubt it was a compensatory movement. 
As to the liability of carbon deposits to cast con- , 
fusing shadows, carbon was not at all opaque to the 
X rays, and he did not think any amount of carbon 
in the lung would produce a shadow which could 
be mistaken for tubercle. It had been suggested 
by one speaker, quoting from an address before 
another society, that the fine radiating shadows 
were due to peri bronchial tuberculosis. If this 
were the case, then everybody had peri bronchial 
tuberculosis, since he had never seen a normal 
chest in which these were not present. He agreed 
with Dr. Carr that shadows could be shown 
where there were no physical signs. In answer 
to Dr. Phear, he was not at all sure what the 
physical signs were during the pre-infiltration 
period, and there seemed to be a good deal 
of variance on the point. The failure of the apex 
to brighten was perhaps a manifestation of the 
pre-infiltration period. When a plate of such a 
case was taken and there was a uniform dimness 
of the lung without any definite shadows it was ! 
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possible that that might be a pre-infiltration effect. 
He had not done sufficient work on the subject 
to formulate an opinion as to post-mortem appear¬ 
ances of the heart. While agreeing with Dr. 
Mitchell Bruce that the method was not infallible, 
he thought it must also be remembered that there 
were certain cases where there were definite signs 
of tubercle admitted into sanatoria, and that these 
actually had no tubercle at all. In addition to - 
several he had published, one case had come 
before him lately, in which there were definite 
physical signs at one apex, but the X ray findings 
were negative. (He had the negative here and 
would show it afterwards.) The following were 
brief notes. Admitted diagnosed as pulmonary 
tuberculosis. History : cough, night-sweats,'and 
haemoptysis. Signs: crepitations and increased 
vocal resonance right apex. Patient under obser¬ 
vation for five weeks, during which time many 
indices done, all within normal limits except one 
of'68. Sputum examined frequently ; Streptococcus 
mucosus; tubercle bacilli never found. Sputum 
put into guinea-pig. No evidence of tubercle. 
moW m 8* B-E. gave no negative phase. Bacterio¬ 
logical methods thus went to confirm the negative 
X ray findings, which was further proof of his con¬ 
tention that no other method taken alone was 
infallible. 

February 5th, 1912. 

“Epinine” and Cocaine Hydrochloride. - 

“ Epinine," the remarkable synthetic vaso-con- 
strictor and haemostatic recently introduced by 
Burroughs Wellcome & Co., has now been issued 
in combination with cocaine hydrochloride. “Epi¬ 
nine " acts in all respects like preparations of the 
supra-renal active principle, with the added advan¬ 
tage of greater purity. In this new product, 
“ Epinine ” and cocaine hydrochloride, it is present 
in such properties as to enhance the effect of 
the local anaesthetic, without producing any risk 
of sloughing through excessive vaso-constriction. 
Such a preparation should be of great utility in 
dental work. “ Epinine ” and cocaine hydrochloride 
is supplied in amber-coloured stoppered bottles of 
ioc.c., and “ Vaporole,” “Epinine" and cocaine 
hydrochloride—a solution of the same strength, but 
sterilised—in special hermetically sealed containers 
of 1 c.c. The dose for hypodermic injection for 
dental purposes is 1 c.c. 
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PRIMARY PNEUMONIA IN 
CHILDHOOD. 

Delivered at the Hospital for Sick Children, Great 
Ormond Street. 

By ROBERT HUTCHISON, M.D., F.R.C.P. 


Gentlemen, —Attempts to classify cases of pneu¬ 
monia in children have given rise to a considerable 
amount of confusion, and, indeed, one may admit 
frankly that it is often a very difficult matter at the 
bed-side to refer any given case to a particular 
division of the disease. Hence for practical 
purposes I think it is best to keep one’s divisions 
as broad as possible, and I therefore propose to 
divide cases of pneumonia into those which are 
primary, .on the one hand, and those which are 
secondary, on the other. By primary pneumonia I 
mean a case in which the inflammation starts 
in the lung substance; by secondary pneumonia I 
mean that form of pneumonia in which the 
inflammation of the lung-substance is consecutive 
to disease of the air-passages, usually to bronchitis. 
Hence the term “ broncho-pneumonia ” usually 
applied to it. Further, you may contrast primary 
and secondary pneumonia in this way: that primary 
pneumonia may be either lobar or lobular, although 
it is more commonly the former ; whereas secondary 
pneumonia is usually, perhaps one may say always, 
lobular. In the second place primary pneumonias 
are practically always due to the pneumococcus, 
whereas secondary pneumonias may be due to 
many organisms, perhaps most commonly to a 
streptococcus. When you come to ask yourselves 
which form of pneumonia is the most frequent, it is 
very difficult to answer, because it depends very 
much on the type or class of case which you see. 
In this hospital, where we do not treat cases of the 
acute infectious fevers, there can be no doubt that 
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primary pneumonia is far commonest, whereas if 
you were to go to one of the Metropolitan Asylums 
Board Hospitals where there are cases of measles, 
scarlet-fever, diphtheria, etc., you would probably 
find a large number of cases of secondary pneu¬ 
monia, because secondary pneumonia is a common 
complication of many of the acute infective fevers. 
But here in this hospital, and I would say further, 
in ordinary general practice, you will meet with 
very many cases of primary pneumonia in children 
of all ages. I say it is met with in children of all 
ages, but it is most frequent, as statistics show, 
between one and two years of age. That is the 
period of maximum incidence of primary pneu¬ 
monia in childhood, for about that age children 
seem to be peculiarly susceptible to the attack of 
the pneumococcus. I have recently gone through 
the statistics of seventy cases of primary pneumonia 
which I have under my care in children below 
seven years of age, and I found that half of these 
were below two years of age. 

Mode of Onset\ 

As regards the onset and symptoms of primary 
pneumonia—and it is only with primary pneumonia 
I shall deal this afternoon ; it may begin sometimes 
in a very deceptive way. It is not uncommon, for 
instance, for it to begin with vomiting . A child 
may be taken with severe vomiting, along with rise 
of temperature, and for the first few hours these 
may be the only prominent symptoms. A mode of 
onset like that is apt to deceive you. It makes you 
think perhaps of brain trouble, such as meningitis. 
Or it makes you think of some of the acute fevers, 
particularly scarlet fever, which you know often 
begins with vomiting. Another deceptive mode 
of onset of pneumonia is with drowsiness . I have 
known cases in which, even for a day or two 
preceding the actual onset, there was great 
drowsiness. I remember, for example, the case of 
a little boy of whom it was said that a day or two 
before he was ill he was always falling asleep at 
school; apparently before the disease had made a 
proper beginning that symptom had arisen. As a 
rule, however, the disease sets in fairly abruptly, 
with a rise of temperature and a certain amount of 
shivering. A true rigor is not so common as it is 
in grown-up persons; but a certain amount of 
shivering is not rare. And sometimes in sensitive 
nervous children these shivering fits take the form 


of a slight attack of convulsions. Very quickly 
you will notice an alteration in the character of the 
respiration, and that is one of the most important 
things for you to observe, because it is upon the 
altered character of the respiration that you will 
sometimes have to depend for making your dia¬ 
gnosis in the early stages. And the alteration is 
this : in the first place the respirations are greatly 
increased in frequency out of proportion to the 
increase of the pulse-rate. Secondly, the respira¬ 
tion takes on that character which I have often 
demonstrated to you in the out-patient department 
as “ inversion of the respiratory rhythm.” In the 
normal state of things the respiratory rhythm goes 
thus^ inspiration, expiration, pause; but in 
pneumonia, and indeed in all grave respiratory 
affections in young children, there tends to be an 
inversion of the rhythm, so that one gets expiration, 
inspiration, pause; and you will remember that 
the expiration is attended often by a curious grunt, 
and during the grunting expiration the alse nasi are 
blown out, which is again an inversion of what 
ordinarily happens in an adult with dyspnoea, in 
whom, if the alae nasi are acting, they open out 
during inspiration . Upon this altered character of 
the breathing, as I have said, you may have to 
depend in the early stages for making your dia¬ 
gnosis and therefore it is extremely important that 
you should be familiar with these respiratory 
changes. Quite early in the onset of the disease 
you will notice that the child is flushed, and not 
uncommonly you find a certain amount of herpes. 
But in a large number herpes is absent, so you 
must not depend upon it at all as a diagnostic sign; 
it is too often absent to be of use in that respect. 

Physical Signs . 

The unfortunate thing about the physical signs 
of pneumonia in children is that they are often 
absent at the outset and for some time after the 
disease has fairly begun, and, indeed, you may 
find them only becoming marked when the 
crisis is at hand. I have even notes of cases in 
which they became evident only after the crisis. 
This is no doubt due to the inflammation starting 
deep in the lung and only by degrees reaching the 
surface. 

The most important physical sign is an impaired 
note on percussion, and I am constantly pointing 
out in the out-patient department that if you wish 
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to elicit this impaired note you must percuss 
properly and especially lightly. Too much stress 
cannot be laid on the word “lightly.” Repeatedly 
one sees areas of pneumonia missed on physical 
examination because the observer percusses so 
forcibly that he elicits, resonance underneath the 
patch of pneumonia altogether. You cannot, 
therefore, be too delicate in your percussion if you 
are to make out the signs in an early case. It is 
important to know where to percuss, and that will 
depend on the sites at which pneumonia is 
commonest. Pneumonia in children differs from 
pneumonia in the adult in this, that the apex is 
relatively much more often affected than it is in 
grown-up people. I have found that out of my 
cases, for instance, one third of the total were 
apical cases, cases in which the upper lobe of the 
lung was involved. That is a far higher propor¬ 
tion of apical cases than in the adult. Apical pneu¬ 
monia in the adult is the exception, but you 
cannot say that of pneumonia in the child. 
Further—and this is a curious and unexplained 
fact—of the apical cases two thirds occurred in the 
right lung. I think you may say that the most 
common situations for pneumonia in the child are 
the left lower lobe and the right upper lobe, and 
therefore it is in these situations in a doubtful case 
you will percuss with the greatest care. In 1 
particular I wish to commend to you the j 
importance of percussion below the right clavicle, j 
I have known any number of cases of pneumonia 
overlooked because the observer had failed to I 
percuss lightly below the clavicles. Apart from j 
percussion, the other chief sign is an alteration in 
the breath-sounds, the development of what is I 
known as tubular breathing—that high-pitched 
whiffing kind of breathing which occurs over j 
consolidated lung. That is a sign which develops 
sooner or later in all cases, but it does not develop 
quite so soon as the impairment of note, and so is of 
l£ss value than percussion. These are the only 
methods of physical examination which you need 
employ—delicate percussion and auscultation to 
determine the presence or absence of tubular 
breathing. 

Symptoms. 

Compared with the adult, the symptoms are far 
less pronounced. You will often see—I saw one 
the other day—a child with full-blown pneumonia 


1 standing up and prancing about in its crib, appa¬ 
rently not much the worse for the fact that it has a 
temperature of 103° F. and consolidation of the lobe 
of one lung. You do not see that in the adult; a 
| grown-up person with lobar pneumonia is very ill 
1 indeed, whereas a child with the disease may not 
I appear to be seriously ill at all. The reason for 
| this is that the toxaemic symptoms which are so 
very serious and prominent a feature in pneumonia 
in the grown-up person are comparatively absent 
in a case of pneumonia in childhood. For some 
reason, which we do not know, children do not 
; seem to suffer from the toxins of pneumonia in the 
way that the grown-up person does. Delirium, for 
instance, which is one of the most prominent 
symptoms of toxaemia in the adult, is a very rare 
thing in the child, and on the other hand, heart 
failure, one of the things which gives you the 
1 greatest anxiety in the pneumonia of a grown-up 
person, is something which in the child you need 
hardly fear at all. So that the two great groups of 
symptoms, the toxaemic or nerve symptoms and 
the symptoms which result from heart failure, are 
comparatively absent in children, and for that 
reason the symptoms, apart from the feverishness 
and the hurried respiration, may be very trivial 
indeed. 

Mode of Termination. 

As you know, pneumonia of the primary sort in 
children, whether it be lobar or lobular, terminates, 
as a rule, by crisis. You may put that in another 
way and say that pneumococcal pneumonia in 
children tends to be a self-limited disease as 
distinct from streptococcal and other forms of 
pneumonia which are not self-limited but drag on 
for an indefinite time. In the majority of cases 
the crisis occurs on the seventh or eighth day. 

| That has certainly been so in the majority of my 
cases. But in a considerable number of children 
the crisis occurs earlier, on the fifth or sixth day, 
and in a comparatively small number after the 
eighth, say on the ninth or tenth day. It is 
rather characteristic of pneumonia in children that 
the crisis is apt to be preceded by one or more 
sudden falls of temperature, which are spoken of as 
pseudo-crises. Here is the chart of a case which 
shows that markedly. It terminated by crisis, but 
there were several pseudo-crises before. You can 
distinguish a pseudo-crisis from a real one by the 
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fact that after a true crisis the respiration-rate falls, 1 
but in a pseudo-crisis the respiration-rate is not 
affected. So the respiratory chart is really a better 
guide to the occurrence of the crisis than the 
temperature chart alone. Again, sometimes after 
the true crisis there is a temporary rebound of fever 
lasting a few hours, twelve hours perhaps, which 
may alarm you unnecessarily and make you think 
that some complication is arising. These tem¬ 
porary rebounds after the crisis are not very un¬ 
common in early life. The heat-regulating centres 
in children seem to lose their equilibrium more 
easily than in the grown-up person. If you set 
them into violent oscillation it takes some time 
before they settle down again. And if the 
temperature drops to subnormal at the crisis it is 
apt to jump up above the normal again, just as an 
indiarubber ball rebounds when thrown to the 
ground. But in a few hours it finally settles down 
to the normal. Sometimes instead of a crisis 
occurring, the fever is prolonged, and it is about the 
causes of prolongation of fever in pneumonia that 
I now want to say a few words. 

Prolonged Pyrexia in Pneumonia . 

You may divide cases in which the temperature 
does not fall into, first, protracted cases , that is to 
say cases of pneumonia in which, for some reason, 
the temperature runs on for ten, fourteen or more 
days—I have even known it to go on for several 
weeks—without the disease spreading and without 
any complications arising, and for no particular 
reason which you can find. It seems in such cases 
that natural resolution is extremely slow, and I 
think they are apt to terminate in fibrosis of 
the affected part of the lung. Cases of fibroid 
lung affecting the upper lobe, which are sometimes 
met with in children and which are not tubercular, 
probably have their origin in an attack of pneu¬ 
monia of this sort, which has run a protracted 
course. 

Secondly, the prolongation of the fever may be 
due to the spreading of the pneumonia or to its 
relapsing. That is to say, the disease spreads from 
one lobe to another, and the child may, as it were, 
run through two attacks of pneumonia consecu¬ 
tively. I have known practically every lobe of 
the two lungs to have been involved successively, 
each one giving rise to a further rise of temperature 
as it has become affected. Here is the chart of a 


case of protracted fever in pneumonia due to 
involvement first of the right upper and then of 
the right middle lobe, and it was a case in which, 
as you will see, the temperature ran on for consider¬ 
ably more than a fortnight. One speaks of these 
cases sometimes as “wandering pneumonias”— 
the disease wanders from one lobe to another. 
The prognosis in these circumstances is not neces¬ 
sarily bad, but one is naturally always more anxious 
in such a case than in a straightforward pneumonia 
in which one lobe only is involved. Thirdly, failure 
of the temperature to come down, or a tendency 
for it to rise after it has once come down may be 
due to the development of complications . These 
complications are due to the starting of a focus of 
pneumococcal infection elsewhere, and in young 
children—and the younger the child the more this 
is true—there is rather a tendency for this generalis¬ 
ation of the infection. Indeed, in quite young 
infants, a condition of general pneumococcal septi- 
ccemia, as it is sometimes termed, is by no means 
uncommon. Of the possible complications, 
empyema is certainly the commonest. It is cha¬ 
racteristic of empyema that after the crisis the 
temperature tends to remain down for a few days, 
and then gradually begins to rise again. You see 
it gradually rise until pus is found and evacuated, 
and then it comes down. Here is a very typical 
empyema chart illustrating these facts. The signs 
of empyema are the development of stony dulness 
with very marked resistance on percussion : that is 
the chief point, marked resistance on percussion at 
the base of one lung. It may, however, be extremely 
difficult to tell an empyema with certainty from an 
unresolved pneumonia, or from one of those cases 
in which a thick patch of lymph forms over the 
pleura, and, indeed, there is only one way of dia¬ 
gnosing empyema with certainty, and that is by 
putting in an exploring needle, and if you find the 
temperature chart creeping up like that after the 
initial crisis and the dulness persisting, and srill 
more, much resistance on percussion at the base, 
you should not delay exploring, because it is certain 
that if empyema .is diagnosed early and evacuated, 
the prognosis is vastly better than if it s left till 
later. The cases of empyema which do badly are 
those in which the diagnosis has not been made 
until two or three weeks after pus has formed. 

Another common complication is middle ear 
disease , that is to say, an infection of the middle- 
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ear by the pneumococcus. I have known a case in 
which the temperature ran on after an attack of 
pneumonia for four weeks, and we could not 
discover what was the cause, until finally some pus 
was discharged from one ear, and after that the 
temperature came down and everything went well. 
Observe this about pneumococcal middle-ear 
disease—that it may not give rise to any local signs 
which would make you suspect its existence; the 
child may not complain of earache, and there may 
be nothing to put you on the scent as to the true 
nature of the trouble. So where there is a pro¬ 
longation of the fever and you can find no 
cause for it, do not omit to examine for suppura¬ 
tion in the middle ear. We omitted it in the case 
I spoke of, and that is why we did not find the 
cause of the rise of temperature. The third 
complication I have to speak of is a very serious 
one, namely pneumococcal meningitis . The difficulty 
about meningitis is not so much to diagnose it 
when it is there, but it is that you are apt to think 
there is meningitis when it is not there ; and you 
are apt to do that because several of the symptoms 
and signs of meningitis may occur in cases of 
pneumonia, especially, perhaps, in apex pneumonias, 
simply as a result of the pneumonia itself. They 
may also occur in middle-ear disease where there 
is no meningitis at all. I refer especially to such 
signs as vomiting and head-retraction, and even 
the development sometimes of Kernig's sign. All 
these may occur in cases in which there is no real 
meningitis, and you may often be in doubt whether 
you are dealing with an apex pneumonia which is 
simulating meningitis, or with pneumonia compli¬ 
cated by meningitis. The only way of determining 
this point in a doubtful case is by lumbar puncture, 
for that wiil enable you to draw off cerebro spinal 
fluid containing the pneumococcus, and so to 
establish the diagnosis. 

Another complication is pericarditis , and a very 
serious one it is. But I do not propose to say 
anything about pericarditis to-day ; I shall deal with 
it when I lecture on the acute cardiac affections of 
childhood generally. So I shall now pass to the 
next complication, and that is pneumococcal 
peritonitis. This is probably a commoner com¬ 
plication in pneumonia than is supposed. It is a 
complication which is rather apt to be overlooked, 
and it is only in comparatively recent times that its 
existence has been properly recognised. And yet 


pneumococcal peritonitis occurs by no means very 
infrequently in childhood, either as a complication 
or as a sequela of an attack of pneumonia. The 
usual symptoms by which it is ushered in are the 
development of abdominal pain, diarrhoea and 
vomiting, and a rise of temperature if it has already 
fallen. Quite soon, too, retraction of the abdomen 
can be observed. These are the initial symptoms? 
and as effusion takes place you begin to find signs 
of fluid in the abdomen, and when that has 
occurred many of the acuter symptoms subside, 
and the case becomes more like one of tuberculous 
peritonitis. The treatment of this complication is 
surgical. 

The last complication I shall mention is pneumo¬ 
coccal arthritis . This is not a common complication 
but it occurs every now and then, especially in 
quite young children, and it is a curious thing that 
it does not necessarily go on to suppuration. You 
may find that a joint, often one of the smaller joints 
becomes red and swollen and that it is hot and 
painful, and after a time the whole thing subsides, 
and no further harm results. Every now and then, 
however, suppuration takes place and if this happens 
the treatment adopted must be the same as in any 
other form of suppurative arthritis. 

These, then, are the commonest complications of 
primary pneumonia in childhood. Sometimes 
several of them occur together, and it is not 
uncommon to have a child who has an attack of 
pneumonia developing middle-ear disease, and 
perhaps meningitis, both the result of the pneumo¬ 
coccus, or he may have pneumonia followed by 
empyema and an attack of pericarditis; or where 
there is generalised pneumococcal septicaemia 
practically all these things may occur together. 
Such cases, I need hardly say, are almost inevitably 
fatal. 

Diagnosis. 

As regards the diagnosis of primary pneumonia 
in children, I have told you that it is at the outset 
that your difficulties will arise. You are called to 
a child who has a sudden rise of temperature and 
some vomiting, and you are asked by the parents 
what is the cause of the attack. Naturally you 
think first of the acute specific fevers, and the acute 
specific fever which is most apt to simulate 
pneumonia is scarlet fever , because, as I told you 
before, scarlet fever often begins with vomiting and 
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a sudden rise of temperature, just as pneumonia 
does, but, of course, in the latter you do not have a 
rash or sore throat, and further, whereas in scarlatina 
the rate of the pulse is specially raised, in pneumonia 
it is the respiration-rate which is specially affected, 
and attention to that point of difference will ; 
usually keep you right. Another thing which may j 
simulate pneumonia is acute abdominal disease , 
especially appendicitis. This is now generally 
recognised, and I think all surgeons are alive to the j 
possibility that a pneumonia involving the lower : 
lobe of the right lung may simulate very closely an 
attack of appendicitis. Cases in which the surface 
of 4 he pleura covering the diaphragm is specially 
involved seem to me to be those in which the i 
simulation is most liable to occur. You will find J 
a like simulation in cases of pericarditis where the 
pericardium covering the diaphragm is involved; 
these also may simulate abdominal disease very | 
closely. Hence when you are dealing with a case 
of suspected pneumonia, with pain on the right side, j 
and vomiting and a rise of temperature, you should 
always have in mind the possibility of appendicitis, j 
Conversely where there is doubt about an acute 
abdominal condition, remember pneumonia, and j 
study carefully the character of the breathing and j 
examine for physical signs at the right base. 

Lastly, pneumonia may specially simulate ; 
meningitis . I have already referred to that in 
speaking of meningitis as a complication of pneu- ! 
monia, and I need not say anything further about I 
the differential diagnosis. 

I 

i 

Prognosis. 

As regards the prognosis in primary pneumonia 
in childhood, this may be said, that it is vastly j 
better than it is in grown-up persons, and indeed I 
always regard an uncomplicated case of primary j 
pneumonia in a child as a comparatively trivial | 
matter unless the patient be below one year of age. 
In early infancy even an uncomplicated case may be , 
serious, but in children of two years of age or there- j 
abouts, uncomplicated pneumonia is almost never j 
fatal. Of seventy uncomplicated cases below the j 
age of seven which I have had under my care at 
the London Hospital, not one died. But when 
there are complications the case is different, for 
some of these are very serious indeed. The most 
dangerous complications are meningitis and pericar¬ 
ditis, but fortunately these are rare. In the 


absence of complications you may usually prophesy 
without fear that in about a week the disease will 
have terminated by crisis and that the patient will 
get well. 


Treatment . 

In a case of uncomplicated pneumonia there is 
very little you need do in the way of treatment, 
and, as a matter of fact, my own cases, except for 
nursing, which is very important, get'really nothing 
which can be described as treatment at all, and I 
find that they do very well without it. If the child 
is restless and the temperature very high, that is to 
say 104° F. or upwards, it is perhaps a good thing 
to reduce the fever a little by tepid sponging, but 
there is no use in attempting to force the tempera¬ 
ture down too far. Cases with high temperature 
do as well as, and, I think, better than those in 
which it is low. You may also give a simple 
diaphoretic mixture to keep the skin and kidneys 
active. 

Digitalis, which is so useful in the treatment of 
pneumonia in the adult, is hardly ever required in 
children, and I very rarely order alcohol. Nerve 
sedatives, also, are scarcely ever called for, but if 
want of sleep is a difficulty a few grains of Bromural 
or of Dover’s powder may be given wit^ advantage 

As regards the general treatment, see that the 
room is kept well ventilated, that the child is not 
over-clothed or over-fed, and that he is allowed 
plenty of cold water to drink. 

The treatment of complications I have already 
referred to. 

February 12 th y 1912. 


Ammonium chloride vapour is usually inhaled 
by the mouth, but in some cases it is preferable to 
inhale through the nostrils and allow the vapour to 
escape by the mouth. For this purpose a new 
nasal attachment for “Vaparole” ammonium 
chloride inhaler has been introduced by Messrs. 
Burroughs Wellcome & Co. Instead of twin bulbs 
to go inside the nares an expanded orifice with 
flanged edges is used. It is made of glass and so 
shaped as to be adapted to the physical configura¬ 
tion of any patient. The orifice is placed in posi¬ 
tion beneath the nose and the depression in the 
centre permits the flanged edges to enclose the 
outer edges of the nares. 
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A DEMONSTRATION* OF 
SURGICAL CASES. 

By G-. E. WAUGH, B.S., F.R.C.S., 
Surgeon to the Hospital for Sick Children, Great 
Ormond Street. 


Ladies and Gentlemen, —I have to show you 
to-day cases which mostly have been operated 
upon. Some of them show the characteristic 
condition, and some of them, in spite of the fact 
that they have been operated upon, show the same 
signs as they did before the operation. For this 
reason they serve as a very good text for the dia¬ 
gnosis of such a group of cases. 

Fusiform Swelling of Femur. 

The first case is that of a boy who has a large 
fusiform swelling of the lower end of the left femur, 
and the swelling had been there about six weeks 
before I saw him. It was not a painful swelling, 
it was not very tender, it was growing fairly rapidly, 
and there was no particular history of injury. The 
boy was healthy. That was the problem which we 
had to face. He had a swelling in his femur. We 
could not say anything about the nature of it until 
we proceeded to collect further evidence. The 
problem you have to face in dealing with a fusiform 
swelling in the long bones of children is, Is it an 
inflammatory condition or is it neoplastic ? And 
if the former, Is it a specific inflammatory con¬ 
dition, /. e. is it either syphilitic or tubercular, or 
has it been produced by one of the simple infective 
micro-organisms? Much of the swelling is still 
present, and the operation scars show what more 
there has been. You can satisfy yourselves there 
is a bony swelling occupying the lower extent of 
the fem.ur and extending up the shaft, and there 
is some thickening of the synovial membrane of 
the knee-joint, but very slight. Most of the lesion is 
confined to the bone of the femur. There was a 
time when the joint was obviously filled with fluid, 
and there was a rapid extension into the joint. I 
will deal with that point subsequently. Here are 
the skiagrams which were taken immediately after 
the boy’s admission. You see by the skiagrams 
there is a lesion which is essentially of the epi¬ 


physial line of the lower end of the femur and 
spreading in all directions into the substance of 
the epiphysis and upwards into the diaphysis; 
irregular areas of rarefaction and condensation are 
present in the bone itself, and there is a consider¬ 
able deposit of new bone on the outer aspect 
between the periosteum and the original outline of 
the shaft. In the appearance of that skiagram you 
cannot tell whether you have an inflammatory 
lesion or whether there is a neoplasm. This is 
one of the group of atypical skiagrams. Whilst if 
it had been typical of an inflammatory lesion it 
would have given you no clue as to what was the 
aetiology of that inflammatory change. Having 
taken those pictures, the next thing we did was to 
test the Wassermann reaction. As far as possible 
we proceeded to investigate the theory of a specific 
chronic inflammatory change from any evidence 
which we might have at our disposal as a result of 
specific tests. The Wassermann reaction on two 
occasions was negative, therefore we had to accept 
the finding of that and determine that it was 
probably not a syphilitic osteitis. We still had to 
determine whether it was an osteitis due to simple 
coccal infection or tubercular infection, or whether 
it was not osteitis at all but a neoplasm. Further 
determination of that depended upon the removal 
of some of the tissue from the site of the lesion. 
That is a thing you may always have to do in these 
bone cases unless there is positive evidence that 
it is only inflammatory. Nothing but micro¬ 
scopical examination of the bone tissue can tell 
you whether you have a neoplasm to deal with or 
not. I removed some from the outer side, pushing 
aside the capsule of the knee-joint, and found the 
bone very softened in the centre of the most trans¬ 
lucent part, not very vascular, and no pus formation 
or caseation, suggesting more especially in its naked- 
eye appearance an inflammatory condition rather 
than a neoplasm. Microscopical examination of the 
portion removed showed there was no neoplastic 
change at all. Cultures proved quite sterile, but 
in the smears groups of cocci were seen, suggesting 
pneumococcus. • I can tell you nothing more than 
that about this type of lesion, only I want to 
emphasise the investigations you must proceed 
with, because clinically you cannot exclude neo¬ 
plasms ; that secondly, if you can get a charac¬ 
teristic reaction suggesting it is a specific lesion 
you can apply a definite specific treatment to it; 


* At the Polyclinic. 
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and thirdly, that these types of enlargement may 
be produced practically by any of the simple 
infecting agents which you find recorded in text¬ 
books, and the pneumococcus is one of the 
commonest for producing in children these large, 
painless, rapidly growing, and not very tender fusi¬ 
form swellings which appear to involve all the layers 
of the long bones of the limbs. And although in 
this case there were no cultures, as apparently cocci 
did not survive, yet the smear showed cocci, which 
suggest very much that it is a pneumococcal lesion. 
He subsequently had effusion into the knee-joint 
with extensive infiltration of the synovial membrane, 
and therefore to prevent active mischief in the 
knee-joint continuing for a long time I did an 
extensive operation on the epiphysis and diaphysis 
of the femur as an extra-capsular operation, so 
that by removing the main focus of the infective 
disease I might save the knee-joint from the 
destructive process. I think you will agree that 
there is now very little thickening, although 
formerly there was a large puffy swelling of the 
knee-joint. The lower epiphysis of the femur is 
one of the most inaccessible from the point of view 
of surgery. The synovial membrane of the knee- 
joint covers over the epiphysial line. You cannot 
drain it freely, and you have only one small area of 
access, and that is along the outer surface. Having 
identified the capsule of the knee-joint you can 
tl^en turn it forwards without opening it, and gouge 
out the interior of the epiphysis in that way. True 
epiphysial lesions in this, epiphysis have a great 
tendency to reach the surface at the level of the 
epiphysial cartilage, and point in the popliteal 
space, at the same time stripping up the periosteum 
from the diaphysis; and that is the best thing they 
can do, because if they spread downwards, opening 
the cartilage on the surface of the femur at the 
lower end, there must then ensue a chronic type of 
joint lesion to deal with, with probably permanent 
interference with the functions of the affected 
joint. I cannot say I have extirpated this boy’s 
disease, although he has very much improved, and 
it may require two or three operations to effect 
that. The indication to continue operative rather 
than conservative treatment is the presence of 
signs of slight involvement of the joint, and you 
must do everything you can to prevent knee-joint 
disease. As a rule these cases do very well, and 
the disease dies out in course of time. The best 


conservative treatment in the meantime is to give 
these patients Bier’s passive congestion to the limb 
and to keep it in hot sand-bags and at rest, and let 
the child be out of doors day and night. We have 
no more means at our disposal for dealing with that 
particular lesion. Vaccines made from the patient’s 
own cultures are but poor allies. The epiphysial 
line of the lower end of the femur is a common 
starting-point for disease, but most lesions start in 
the vascularised area where there are blood-vessels 
in loops on ^ie diaphysial side of the epiphysial 
cartilage. Hence they spread up the diaphysis, 
and in that way give varieties of diaphysitis of the 
shaft of the femur. A spread in this direction is 
more easily dealt with than the true epiphysial 
lesion. Acute osteomyelitis starts here invariably. 
Fortunately the shaft is accessible over the whole 
of its length, and an inflammatory lesion of the 
shaft of the femur is one of the most satisfactory 
to deal with. But the true epiphysial lesion start¬ 
ing on the epiphysial side of the cartilage is, because 
of its anatomical relationship, one of the most 
difficult ones to deal with, because your drainage 
must be comparatively inefficient, and you have a 
disease which tends to progress through the 
cartilage and to involve the knee-joint. 

Attacks of Abdominal Pain. 

I have brought you several cases of this nature, 
and all of them were sent to the hospital as cases of 
“ chronic appendicitis.” Some of them are post¬ 
operative. But I want to indicate the problem 
which is laid before the surgeon for solution, and 
to suggest the variety of lesions which he may dis¬ 
cover after he has collected sufficient evidence from 
which to make deductions. These cases come to 
you, of course, when they have no attack, and when 
you examine them clinically they generally have no 
signs of anything abnormal, and your opinion is 
asked; but your opinion is no better than that of 
anybody else because you have not seen the attack. 
Invariably you have the previous history of a good 
deal of trouble. The case is sent to you with the 
statement that it is suspected to be “chronic 
appendicitis.” The characteristics of the attack 
are generally these : that they have abdominal pain, 
that the pain is intermittent, that it is of colicky 
nature, it is of varying distribution, it is associated 
with nausea, that the nausea goes on to vomiting, 
and that the attack is generally non-febriie in 
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character. That is a group of signs and symptoms 
which, in that order, only mean one kind of intra¬ 
abdominal lesion, and that lesion is this: “ the 
distension of a viscus with its own normal content 
or with a mild inflammatory exudate.” The viscus 
which may be distended may be any part of the 
alimentary tract; it may be the gall-bladder, it may 
be the kidney, it may be the urinary bladder, it 
may even be a Fallopian tube, or it may be an 
anomalous tumour present, like an ovarian or 
mesenteric cyst or a Meckel's diverticulum whose 
pedicle has been twisted and consequently there is 
an accumulation of contents. Once more, to put 
it broadly, those symptoms with that march of 
events mean the distension of a viscus with its 
own content or with a mild exudate. It means 
nothing else. So with this history of attack in 
these cases you have in the interval to decide 
what viscus has had its content temporarily 
retained, producing those symptoms. I emphasise 
the variability of the distribution of the colicky 
pain. Certain typical distributions of colicky pain 
may enable you to make a diagnosis. But they 
are most unreliable, because the variability 
is due to the reference of the pain to specific 
areas, and that reference may be brought 
about and embarrassed by the presence of 
adhesions or of anomalous mesenteric development, 
which transmit them far from the original site of 
the trouble. When you have this picture of a 
case and find nothing abnormal on clinical investi¬ 
gation, you must first of all. in a child, exclude the 
urinary tract as a site of the trouble. And you 
must have an investigation of the urinary tract 
comprising its structure and the quantity and 
quality of its secretion. That means you must 
examine the urinary tract by clinical methods, 
which, alone, will not help you much, but you 
may find stenosis of the meatus urinarius in both 
sexes, and with that distension of the bladder is 
frequently associated; you must then cystoscope 
those patients to examine the interior of the bladder 
and the openings of the ureters, have a complete 
analysis made of the urine, including a micro¬ 
scopical examination of centrifugalised specimens, 
as well as a bacteriological investigation for the 
presence more especially of the tubercle bacillus, 
and of the 3 . coli communis and, lastly, have a radio¬ 
gram taken of the whole of the urinary tract on 
uoth sides. When you have done that you will 


probably have positive evidence leading you to a 
proper explanation of the symptoms. Or you may 
have such negative evidence that you can put it on 
one side entirely. In children you can practically 
exclude the biliary apparatus altogether. You are 
therefore left to make a diagnosis between the 
distension of the appendix with contents or a 
slight inflammatory exudate, or that a segment of the 
gut has become distended, because it has been tied 
down somewhere, or that a persistent purulent 
Meckel's diverticulum has had its lumen constricted. 
And that is practically the only other differential 
diagnosis which you have to make. An attack of 
renal colic in a child seen during the attack is not 
a typical or an easily recognisable condition. You 
will not diagnose renal colic and you are not justified 
in regarding a case as renal colic, until you have 
investigated the urinary tract on the lines I have 
mentioned. Some of the most typical attacks of 
renal colic are produced by appendices or by 
intussusceptions, and by nothing else. Again, 
distension of the bladder of a child by urine pro¬ 
duces intermittent pain, with a varied area o 
reference, which is associated with nausea and 
occasional attacks of vomiting. That may be due 
to stenosis of the external meatus urinarius, to a 
foreign body impacted in the urethra, or it may be 
due to calculus in the bladder. But the pain in 
the bladder region and in the penis is very common 
in chronic intussusceptions, and common in chronic 
appendicular lesions. Therefore, if you have what 
appears to be a typical vesical attack, remember 
it may be a purely referred attack in some cases. 
Out of this group of cases all we could determine 
was the type of attack, its repetition, and the 
absence, on clinical investigation, of anything to 
explain it. Putting them through the line o 
investigation I have indicated to you, I have found 
that two cases had stones in their right kidney, 
three cases had stones in their right ureters, and 
that one case had nothing but stenosis of the meatus 
urinarius and was getting a dilated bladder. The 
rest of the cases—six in number—proved to be 
chronic appendicular lesions, in which there were 
widely dilated appendices, with very often a fresh 
lesion, shown as a stricture, added for each attack ; 
occasionally some foreign body was present, and 
! adhesions were present in all these cases. We 
| were only justified in doing laparotomy and in 
dealing with the appendix when we had not seen 
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the attack at all by excluding any possible lesion 
in the kidneys or ureters or the urinary bladder. 
Having done that, one was justified in dealing 
with the appendix as the cause of the trouble, 
and we have proved that as far as these cases 
are concerned, we have stamped out that type 
of attack. The surgeon is only concerned with 
diagnosing five conditions in the abdomen, and 
he must not confuse those five conditions with 
the cause of them. I have mentioned one, and 
that is “ distension of a viscus.” That comprises an 
enormous number of grave intra-abdominal lesions 
which manifest themselves by typical clinical signs. 
The second disorder he has to deal with is “ in¬ 
flammation of the peritoneum,” acute or chronic, 
localised or diffuse. That will cover every type, stage, 
and degree of peritonitis. You cannot diagnose peri¬ 
tonitis unless there is constant pain, and tender¬ 
ness coinciding with the site of the pain and its 
distribution . There is, in addition, involuntary 
rigidity of the abdominal wall, which is a very 
different thing from* voluntary rigidity, an accel¬ 
erated pulse-rate, and possibly an abnormal 
temperature—but the temperature is most un¬ 
reliable in children, so do not be prejudiced by it. 
Lastly, there is a change in the number of white 
corpuscles in the blood. These are the clinical 
evidences of peritonitis, no matter what part of the 
abdomen it occurs in, or what area is concerned, 
or what the stage of the inflammation is, or what 
the cause that has led to its appearance. You will 
find the pulse-rate very rapid and the blood-count 
profoundly modified and the temperature very high 
when there is a great deal of inflammation. The 
variation in the intensity of the signs means a 
variation in the intensity of the lesion. This is the 
second condition which you have to diagnose in 
the abdomen, and you are not concerned with 
recognising its cause until you have done a 
laparotomy. The cause is not recognisable in 
most cases as a matter of evidence, but may 
often be surmised as the result of experience. You 
cannot distinguish a peritonitis which starts from 
an inflamed appendix in the right iliac fossa from 
peritonitis which is a primary pneumococcal lesion 
and starts in the same region. There is no 
responsibility laid on you to distinguish between 
the two; your responsibility lies in recognising 
that peritonitis is there. The third condition is a 
“ mass formation which is not associated with 


either of the two preceding conditions.” There 
are not many of these cases in children ; the 
common ones are hyper-nephromata and peri-renal 
sarcomata, retro-peritoneal sarcomata, omental 
i and mesenteric cysts, chronic enlargement of the 
mesenteric glands, and acute ascites. But all 
these exist commonly in children without giving 
either signs of the first group of troubles or of the 
second, and you probably will not be sure what 
they are until the abdomen has been opened. 

; You have a large mass which is growing, and 
1 which obviously requires surgical treatment. The 
fourth condition which you have to recognise is a 
“lesion of the mucous lining of the alimentary 
tract,” which is as yet confined to the mucous coat, 
or, at least, has not involved the peritoneal coat. 
You have lesions from the stomach to the rectum 
manifesting themselves as inflammatory or ulcera¬ 
tive lesions, and giving characteristic reactions to the 
ingestion of food, which modifies the time of the 
onset of pain; the pain may have a typical dis¬ 
tribution and be associated with localised tenderness, 
and the presence of blood and mucus in the 
motions or in the vomit will suggest to you the 
possible site of the lesion; such a group of signs 
and symptoms suggest gastric ulcers or duodenal 
ulcer, varieties of enteritis, varieties of colitis, and, 
more rarely, varieties of proctitis. Lastly, there are 
u traumatic lesions ” to consider, which are always 
complicated, because you have in them both 
obstruction and inflammation and the escape of 
contents of viscera and haemorrhage. Those, then, 
are the problems considered in five groups which 
await the surgeon. 

This little boy from this group of cases had 
| been circumcised. His attacks, nevertheless, con¬ 
tinued, and his mother was then told that he 
! had appendicitis. Circumcision is performed on 
t children to relieve straining during micturition, 

' but a long prepuce never effects that. It is stenosis 
i of the underlying meatus which causes straining 
[ on micturition. That is why the operation ol 
circumcision falls into disrepute so often. This 
child was going on suffering in the same way after 
) he had been circumcised, and I found him with a 
full bladder. There are not many things which 
cause a child to have a full bladder. The com¬ 
monest of these causes is stenosis in the meatus, 
and that is so in both sexes. You do a plastic 
operation on the male meatus; pass a sound in 
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the case of the female, and do not overlook the 
possibility of calculus or foreign body. This child 
had abdominal pain, a feeling of sickness, and 
occasional vomiting. I had the good fortune to 
find him with a full bladder, and therefore I had 
evidence of the cause of his trouble. We found, 
on cross-examining the mother, that he was relieved 
after he had passed water, but she had not noticed 
that herself. I therefore slit the meatus and made 
a permanent enlargement there. There have been 
no symptoms since the operation. Another boy, 
whom I will now show you, had had nothing but 
these attacks of chronic abdominal pain and sick¬ 
ness. He is interesting in many ways. As a baby 
he had intestinal obstruction. It was drained, and 
subsequently he had a radical cure for a ventral 
hernia done. Then he had an inguinal hernia on 
both sides, and those were cured. Then his father 
came and told me definitely that he had appen¬ 
dicitis. His father had been to three other hos¬ 
pitals, but could not make up his mind to allow 
operation. I took him in and skiagraphed him, 
and found a shadow constant in two plates, which 
was in the position of the right kidney. I found 
there were a few red blood-corpuscles on micro¬ 
scoping the urine, but nothing else abnormal about 
it, and no changes detectable by the cystoscope. 
With the history of these attacks and the radio- 
graphic findings one was justified in cutting down 
on the kidney, and we have the stone here, which 
I took out of the right kidney. He is now well 
and has normal urine. I do not think he is likely 
to have any more of these attacks. 

This boy was in the same plight, suffering from 
the same sort of attacks, and the cause proved to 
be a large calculus in the right ureter. This was 
damming up the secretion of the kidney at intervals, 
and the child had nausea and vomiting and colicky 
pain, and he also had a few red corpuscles in the 
urine, like the other case, but nothing else. I 
have not his skiagram. I am showing you the 
patients because I thought if I showed you the 
variety of scars and the variety of treatment it will 
emphasise many causes of attacks which are essen¬ 
tially similar in their mode of onset. 

This little girl, from the same group, proved to 
have a healthy urinary condition, and she has a 
scar where I turned aside the right rectus and 
disembedded a large appendix with some ulceration 
of the surface. She is still in hospital convalescing, 


but her attacks were merely those symptoms I 
have described, marching in the order in which I 
have named them, and showing no febrile reaction. 

There are two others whose operations were only 
done ten days ago, but I will refer to them. One 
! boy had two large stones in his right kidney. One 
j was entirely in the substance of the kidney, while 
I the other occupied nearly the whole of the pelvis 
j and was thrusting a process down into the ureter. 

I But we had less difficulty in diagnosing his attacks, 

I because under the microscope we found pus as 
1 well as blood in the urine. I have taken them out 
and he is all right. Another boy with these 

attacks whom I was requested to sound had had 
the diagnosis made of stone in the bladder and 
appendix trouble was not suggested. I agree that 
the former diagnosis was the most likely one 
because he had intermittent pain and vomiting, 

; frequent micturition, pain referred to the end 
| of the penis when micturition was completed, 

I and there was an absence of febrile disorder, 
i Sounding revealed nothing, cystoscopy revealed 
1 nothing, examination of the urine revealed nothing 
| —that is, nothing abnormal. On laparotomy being 
' performed, a tooth-brush bristle was found at the 
! end of an enormous appendix, and that appendix 
| was full of faecal material. Again the diagnosis I 
1 made was that there must be retention and accumu- 
; lation in a viscus, and all that might be produced 
j by chronic appendicular mischief. 

I have here a boy who has only come before me 
to-day. He has had three definite attacks of 
| intermittent pain lasting for two or three days. He 
will tell you he feels sick, that he actually is sick, 
and it is found that the temperature is supposed 
to have been a little raised. But I have not seen 
it raised. He was sent up with the rather definite 
| diagnosis that those attacks were appendicular. 

| You shall examine him, and you will find above 
and to the right of the umbilicus, a small, hard, 
not very mobile mass. That mass is in favour of 
there being a calculus in the right ureter, but there 
may be a mesenteric gland fixed by adhesions 
. that has become calcareous. Therefore, I can 
i tell you no more about him than to show him to 
I you in this stage, tell you the history, and let you 
| examine for yourselves, and then indicate how I 
shall investigate him before I do anything to him. 
i My investigation will be an analysis of a catheter 
| specimen of his urine, and I shall cystoscope him, 
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have a skiagram of both urinary tracts, and if 
there is a shadow, I shall have a second skiagram 
to see if it is constant in position and outline; if 
it is then a calculus in the ureter is indicated, and 
if it is not, then it has probably been produced by 
a mesenteric gland, and then I shall feel justi¬ 
fied in determining whether to approach it via the 
kidney or via the abdominal route. 

[Subsequent radiographic investigation showed 
the presence of large irregular shadows inconstant 
in position, characteristic of mesenteric glands 
which were undergoing caseation and calcification. 
At the subsequent laparotomy I removed a few 
large breaking-down glands from the root of the 
mesentery, in two of which were large calculi. The 
boy is now running about apparently quite well.] 

Tumour of the Neck. 

Here is a little girl whose neck I want you 
to examine. She is four or five years of age, and j 
the tumour has been present since birth. As one i 
looked at it one saw that it was a very symmetrical 
tumour, apparently in the isthmus of the thyroid. 
However, it did not move on deglutition, and 
further examination showed it went back in the 
posterior triangle as far as the transverse process 
of the vertebrae on the under aspect of the left 
trapezius muscle. It gave a sense of fluctuation, 
but you could not be certain it fluctuated. It 
involved the recurrent laryngeal nerve, and she 
was having attacks of obstructive dyspnoea. Some 
of you may have seen it before, and the diagnosis 
was not agreed upon when she was previously j 
exhibited, and I do not think anyone could agree i 
upon it. 

One could put out of court thyroid cyst and 
branchial cyst because of the distribution, and the ’ 
only other congenital tumour which causes such 
diffuse distribution and that characteristic feeling of 
fluctuation which is not true fluctuation is cystic 
hygroma or lymphoma. It proved at operation to be 
an enormous cystic hygroma which was starting from 
the sheath of the internal jugular vein and which 
involved both triangles of the neck on the left 
side, went down into the superior mediastinum and 
had grown across to the opposite side of the neck. 
Cystic hygromata are easy to dissect out, and are 
not particularly adherent. We cleaned out the j 
whole space involved except the wall of the left 
internal jugular vein. I think that this probably 


started in the peri-vascular lymphatics of the 
internal jugular vein and is likely to recur. If it 
recurs you may have to operate two or three times, 
but you will finally stamp it out even if you have to 
resect the jugular vein. I wish to emphasise the 
type of incision—a modified Kocher’s collar incision. 
It is now only about three weeks since the operation. 
When this scar is turned into a white scar it will 
be practically invisible ; and there are no structures 
in the neck which are not accessible through that 
incision. I did not encroach on the line of the 
sterno-mastoid, but went up to it. When an incision 
crosses the sterno-mastoid it is an obvious one, and 
if it goes down the sterno-mastoid it isa hideous scar, 
and it remains standing out along the length of the 
neck. The sterno-mastoid muscle should not stand 
out unless it is in an ugly neck, and therefore an 
incision along it is not an incision for neck opera¬ 
tions in a well-shaped neck. The proper one is one 
which falls under the shadow of the jaw like this 
one, and is in the transverse folds of the neck. It 
gives access to every part of the neck. Here I had 
to clean out the whole of the posterior and anterior 
triangles and to deal with the superior mediastinum. 
You will modify it for malignant disease, where it 
is essential everything should come cfut en masse , 
and even then it is the best starting incision for 
malignant tumours, because turning up a little at 
right angles to that gives you access to the whole 
of the neck. 

Painless Limp. 

I ask you to notice how this next child walks 
in. Apparently she has always walked like that and 
without pain. There is a history of slight accident 
some time back. She has a painless limp, and that 
has been present since she began to walk. That 
does not mean many things, because there are not 
many kinds of painless limp. It means “con¬ 
genital dislocation of the hip,” “unilateral coxa 
vara,” “ hemi-hypertrophy of one limb,” and there¬ 
fore apparent smallness of the other, a slight 
“infantile paralysis” in which the illness was 
overlooked and in which there is a slight segmental 
affection of the muscles of the limb, or a slight 
lesion of the “ epiphysis of the femur with partial 
separation,” which has become united again. You 
will find clinically you are at a loss to know what 
is the matter with her. There is slight wasting of 
the limb, but that has only come on subsequently 
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and gradually, and it is not characteristic of hemi- 
hypertrophy. But the skiagram shows partial 
separation of the epiphysis of the right femur, and 
of course it is synostosed at the line of separation. 
The internal rotatory movement and the abduction 
movement of the femur is slightly impaired in con¬ 
sequence. You will see there is also slight lack of 
development of that epiphysis in consequence of 
the injury. I brought her because she shows the 
rolling limp, and we had the skiagram taken to help 
us to show the rarest of all lesions, partial separa¬ 
tion of the epiphysis joining up again. The treat¬ 
ment for her will be to compensate for the 
lengthening. It cannot be improved by operative 
procedures. 

Arthrodesis for Knee-joint Trouble. 

The next little child is one who had never 
stood, and even when she was years of age she 
dragged two flail limbs, the result of acute anterior 
poliomyelitis, which involved both limbs in their 
entirety. Her illness occurred when she was a 
little over a year old. I did not see her until she 
was four or five years of age, and then the limbs 
were, as I have said, flail-like. We found the 
trunk muscles of the left side, the ilio-psoas and 
the gluteal muscles, acted on the left femur, and 
if you can translate the action of these muscles to 
the further points of the limb you will enormously 
increase the stability of the child. As a rule they 
will then make it an effective limb by education. 
If you find a flail limb and only those two groups 
of muscles acting on the upper segment, by destroy¬ 
ing the first flail articulation, e . the knee-joint, 
those muscles act on a rigid rod double the length 
of what it was previously. I did arthrodesis of the 
left knee-joint for her, and now the movement of 
the trunk muscles is transmitted the whole length 
of the rigid rod to her foot. We found she had 
sufficient recoverability in her right leg to enable 
her to get about on it properly with the help of 
apparatus, and of the increased stability of the left 
limb following arthrodesis. For some months we 
kept her lying down until the joint was ankylosed, 
and then we got her walking irons, which extended 
up to the axilla. She first went along holding on 
to the table, and then walking by means of sticks. 
We have now been able to discard the irons 
entirely, and she can stand by herself, and she has 
reached the stage of being able to walk by taking 


hold of her mother's hand. As time goes on I 
hope there will be even more improvement. That 
results almost entirely from transferring the action 
of the trunk muscles to the large fixed segment of 
the limb in this way. If you begin by ankylosing 
the ankle-joint of a flail limb you will get no advan¬ 
tage out of it. You merely destroy a buffer which 
prevents jarring, whilst there is no added rigidity 
of any value. Start ankylosing the knee-joint, and 
you get the required stability. You need not tamper 
with the foot, which is controlled when you get a 
long rigid segment, and you retain the buffer 
which is keeping the jar off when the patient walks. 
She can pick her leg up as a solid mass by the 
ilio-psoas muscle. The incision for arthrodesis 
and for all knee-joint operations is an external 
longitudinal incision ; do not cross the direction 
of the muscles. Make a straight external incision 
down the bone parallel with the fibres of the quadri¬ 
ceps, and then turn the joint inside out like a child 
finishes a piece of orange ; you get sufficient access, 
and your direction has been parallel to the muscle- 
fibres. There is no need for any other incision 
for knee-joint troubles except perhaps for detached 
semilunar cartilage. You must not go through the 
quadriceps extensor tendon, either above or below 
the joint; it does not give you better access, but it 
gives you an unstable joint subsequently. 

Infiltration of Synovial Membrane of 
Knee-joint. 

Here is a case of infiltration of the synovial 
membrane of a knee-joint, and I bring it to you 
because one declines to diagnose anything more 
than that. I cannot tell whether it is tubercular: 
we have only got our fingers to tell by, and the 
question should not be put to us. There is no 
clinical evidence in the case of any value which is 
worth considering as to the aetiology of the lesion. 
If it was we should not take the trouble to invent 
differential stains, to do cultural and injection 
experiments, to make microscopical sections of 
tissue, and to do elaborate reactions like the 
Wassermann reaction—we should not do these 
things if clinical evidence were sufficient. I am 
asked if this is a tubercular knee. I do not know, 
and nobody can tell me, and probably we shall 
never know. But I warn you that some of your 
cases which appear like this will give a positive 
Wassermann reaction. You are not called upon 
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to commit yourself beyond saying that it is chronic 
synovial inflammation of the knee-joint. If the 
Wassermann reaction is negative, which it has been 
twice in this case, probably its nature is tubercular. 
But a definite number of the cases are coccal, and 
not tubercular. You must approach the problem 
of aetiology from a scientific standpoint, remove a 
specimen from the case and examine it in a 
scientific manner, if you wish scientifically to dis¬ 
cover the aetiology of a lesion. This lesion is 
getting better under rest. 

Multiple Congenital Deformities. 

Here is a child who presents multiple con¬ 
genital deformities : club wrists, partial ankylosis 
of the elbows, deficient clavicles, double club feet, 
genu recurvatum, and outward dislocation as well as 
recurvatum, and arrested development of the head | 
of the femurs. In addition, one saw also originally 
that she had blue and desquamating soles of her 
feet, desquamating palms of her hands, and that 
though she was born a fairly healthy child, she was 
rapidly losing flesh afterwards and had a running 
nose. She has had inunctions of mercury, and 
she is healthy-looking now. The nature of these 
lesions was obvious. There was no question of deal- j 
ing with the bone and joint lesions so long as there 
was such active disease, and I shall not do that 
until three or four months’ time, and until I have 
had a series of Wassermann reactions done. Then 
I think I should be justified in attempting plastic ; 
surgery. 

February 12 th } 1912. 


Palpitation. —When the individual becomes 
aware of the movements of his heart, and especially 
if its action be rapid, forcible, and irregular, he is 
suffering from palpitation. This is a symptom 
most commonly of functional disturbance of the i 
heart; it is, therefore, .oftenest observed among 
females, in whom it is frequently a sign of neurotic 
disturbance, and accompanies hysteria, neuras¬ 
thenia, emotional disturbances, disorders arising in | 
connection with the onset of puberty or of the 
menopause. It may be due to anaemia, dyspepsia, | 
the abuse of tobacco, alcohol, coffee, or tea. I 

The above is taken from an excellent work on I 
4 Medical Diagnosis’ by H. L. McKisack, M.D., | 
published by Baillifere, Tindall & Cox. | 


THE NEED OF PREPARATION 
FOR ANESTHESIA.* 

By J. D. MORTIMER, M.B., F.R.C.S., 
Anesthetist Royal Waterloo Hospital, St. Peter s 
Hospital, etc. 


Operations under anaesthesia must frequently be 
performed with little time or opportunity for pre¬ 
paration, but apart from such circumstances every¬ 
thing practicable should be done to get the patient 
into a good condition for administration. This 
may seem a needless enunciation of a truism, but 
unfortunately practitioners and surgeons who have 
previous charge do not always realise the importance 
of such preparation, which should be regarded in a 
broad and general aspect, and embrace much more 
than the customary aperient and abstinence from 
food. Upon its completeness or otherwise largely 
depend the ease or difficulty of anaesthetisation, 
and the presence or absence of after-effects. 

Conditions of bad general health, or of local 
disorder apart from that for which the operation is 
required, are so various that only a few examples 
can be adduced. 

Aneemia allows only a comparatively small 
amount of anaesthetic to be absorbed without risk ; 
the period of unconsciousness from a single adminis¬ 
tration of nitrous oxide or ethyl chloride is so short 
that little can be done ; in longer operations it is 
not easy to maintain a level of anaesthesia sufficiently, 
but not unduly, deep: the effects of chill, of shock, 
and of haemorrhage are more quickly apparent, 
more severe, and less easily recovered from, and it 
may therefore be dangerous to adopt the position 
or the kind of anaesthetic which is most suitable to 
the surgeon’s requirements. When there is plethora , 
not only is bleeding apt to be troublesome to the 
surgeon and in some regions dangerous, but the 
choice of anaesthetic and position may be likewise 
limited; there is increased liability to after-sickness. 
Obesity also adds to the difficulties of both surgeon 
and anaesthetist by contra-indicating positions and 
anaesthetics which might be otherwise desirable, 
and by impeding the respiratory and cardiac 
functions. Chronic dyspepsia , renal or hepatic 
inadequacy render patients prone to after-effects, 
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and any pulmonary or cardiac disorder calls for 
special care in selection and administration, in spite 
of which ill-effects may develop during or sub¬ 
sequent to anaesthesia. Nervous , emotional people 
are likely to regard an operation with unnecessary 
gloom, or, on the other hand, to be abnormally 
elated, and in either case the induction of anaesthesia 
is apt to be stormy; excitement of the heart and 
irregularities of the breathing may lead to disaster, 
and after-effects in the shape of headache, pain and 
sickness are often exaggerated. Rickety children 
are prone to stridor and other*reflex disturbances ; 
some anaesthetics and positions are badly borne; 
and they are said to be liable to acetonuria. Time 
is therefore well spent in the improvement or relief 
of such conditions, and a thorough course of 
medicinal, spa, dietetic, or other- treatment may 
often be ordered with advantage. 

Any excess in the way of smoking or taking 
alcohol or drugs should be corrected. The first is 
likely to result in cough and excessive secretion if 
ether be employed in any form, and may increase 
the risk of cardiac failure under chloroform. The 
second results in excitement, struggling, and rigidity, 
with exaggeration of reflex disturbances during 
operation. There is special danger of failure of the 
heart from degeneration of its walls, which may be 
present although not revealed by physical examina¬ 
tion. Morphine-takers generally need much anaes¬ 
thetic to keep them quiet, and are unmanageable 
on recovery. 

Attention should be particularly given to the 
state of the nose , mouth and throat . Oral sepsis, 
chronic rhinitis and pharyngitis lead to excess of 
salivary and mucous secretion, especially if ether 
be given by any method. This interferes with res¬ 
piration and also in its contaminated state 
unavoidably passes to some extent into the stomach 
and perhaps into the larynx and trachea, so that 
the possibility of severe after-sickness and of 
broncho-pneumonia is increased. 

As regards more immediate treatment, neurotic 
patients should have some sedative, such as 
bromide of sodium, for a few days before opera¬ 
tion, and a dose of chloralamide or chloretone the 
previous night, and shortly before its performance. 
Injections of scopolamine and morphine are warmly 
recommended by some, but I have not been much 
impressed by the results in my own practice so far 
as the avoidance of emotional disturbance is con¬ 


cerned ; I think omnopon has a better effect. 
The surgical preparations should be so arranged as 
to cause as little apprehension as possible. Such 
patients do better in a nursing home provided 
this be quiet and well regulated. 

The urine should usually be examined for albumen 
and sugar and the urea estimated. Having regard 
to the occasional occurrence of “ delayed chloro¬ 
form poisoning ” in children, it is also well to test 
for acetonuria in them, especially when there is a 
history of “bilious attacks ” (recurrent vomiting). 
With rickety, abnormally fat children, fats should 
be excluded from the diet for some days. Some 
consider that as a preventive glucose should be 
given to all children (one or two teaspoonfuls 
according to age) every four hours during the 
twenty-four or thirty-six hours preceding operation. 
It is generally liked if mixed with water and lemon- 
juice. If there is acetonuria, and in urgent cases, 
it may be given every two hours together with 
bi-carbonate of soda. 

It is generally understood that the stomach should 
be empty and the bowels free from fcecal accumulation. 
The need for some hours' fasting and for adequate 
purgation should, however, be explained to patients, 
who may otherwise complain of “ lowering treat¬ 
ment.” An aperient should be given, not the night 
previous to operation, but two nights before. If 
the effect of the first aperient is unsatisfactory, 
another quickly acting one should be administered. 
Only easily digested food should be taken the 
following day, and an enema given in the evening. 
This allows time for effectual clearance, and avoids 
a disturbed night and early morning, which is by 
no means a good preparation for an operation 
immediately following. If purging, however, is 
carried to excess, exhaustion may result, and 
liability to post-operative nausea and atonic dis¬ 
tension is increased. Undigested food or a quantity 
of fluid in the stomach interferes with quiet anaes¬ 
thesia, causing straining and laryngeal spasm, 
which is injurious to the patient, and may seriously 
hamper the surgeon; vomiting is with difficulty 
prevented, and if it occur danger and even death 
may result from inspiration of ejecta. After-sickness 
is sure to occur and may be serious. I think, 
therefore, that in an emergency an emetic should 
when possible be given or lavage done if a meal 
has lately been taken. When it is intended to 
perform an operation under local or spinal analgesia 
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the patient should be prepared as for a general 
anaesthetic if inconvenience or danger would result 
from postponement should the analgesia prove 
insufficient. Under ordinary circumstances nothing 
in the way of solid food, nor milk, should have 
been taken for six hours or more previously, and 
the last meal should have been a light one. A 
meal that would be easily digested at other times 
often remains undigested when an operation is in 
contemplation. There is, however, no need to 
withhold simple drinks, such as water or weak tea 
with very little milk or sugar, provided none is 
taken within an hour of operation, and their refusal 
often causes much discomfort. 

In special cases the surgeon gives directions, and 
the rules may have to be modified in case of very 
young or very old patients, and when there is great 
exhaustion. An infant may be suckled within two 
or three hours of operation. 

It is true that short administrations of nitrous 
oxide or ethyl chloride are often given without any 
departure having been made from the usual habits, 
and without bad results, but it is far better to make 
some preparation in such cases, although this need 
not be so strict as for a different anaesthesia. At 
any rate a meal should not have been taken for a 
few hours, clothing, especially corsets, should be 
loosened, and the bladder should be emptied, 
especially in the case of children. 

Finally, it may be mentioned that the patient, 
especially if young, nervous, or without previous 
experience of anaesthetisation, should receive 
judicious encouragement and explanation. Unneces¬ 
sary difficulties are often caused with children in 
consequence of the presence and proceedings of 
the anaesthetist being entirely unexpected, although 
the little one may be of an age and temperament 
which should have called for different management. 

The need for emptying, and for keeping empty, 
the stomach in cases of persistent vomiting (such as 
that due to intestinal obstruction) when anaesthesia 
has to be induced is of vital importance, but its con¬ 
sideration hardly comes within the scope of this 
paper; and for the same reason, I will not dwell 
upon the value (especially in lessening reflex dis¬ 
turbance and saving the anaesthetic) of combina¬ 
tions of general anaesthesia with local or spinal 
analgesia, and with previous injection of omnopon 
and other narcotics. Much of what I have said 
is, no doubt, common knowledge, but judging by 


the condition of patients with whom an anaesthetist 
is sometimes confronted, I venture to say that it is 
knowledge that is apt to be forgotten or not applied 
in practice. 

February 12 th , 1912. 


Scalds of the Pharynx. —These cases usually 
occur in infants and young children through the 
swallowing of hot fluids. It is not the injury 
received by the mucous membrane of the mouth 
and tongue that causes much apprehension, but the 
oedema of the upper aperture of the larynx which 
always, to a greater or less degree, follows such 
injury, On this account a child with a history of a 
recent scald of the mouth should be kept under 
close observation. Otherwise, though apparently 
but little injured when first seen, he may be 
brought back to the surgeon in the small hours of 
the night dying of suffocation and requiring imme¬ 
diate tracheotomy. In any case the relatives 
should be warned of the great danger of such an 
accident as a scalded throat. When difficulty in 
respiration indicates the onset of oedema, exami¬ 
nation of the upper aperture of the larynx with the 
finger will reveal the great swelling of the arytseno- 
epiglottidean folds. The epiglottis also shares in 
the oedema, but not usually to any marked degree. 
The milder degrees of the oedematous swelling can 
be treated by scarification, the use of a steam tent, 
and doses of antimony wine. Frequently, how¬ 
ever, the time at which these milder measures would 
have been serviceable has already passed when 
the suigeon sees the child. As the oedema of 
the glottis increases and still further hinders the 
entrance of air into the trachea, the breathing 
becomes more and more laboured, as is evidenced 
by intercostal and suprasternal indraw'ing and by 
increasing cyanosis. If the windpipe has to be 
opened high tracheotomy or intercricothyrotomy is 
the most suitable operation. The mortality after 
tracheotomy in such cases is very high, and it is 
therefore well to employ intubation whenever pos¬ 
sible. 

The above is taken from the first volume of an 
up-to-date ‘System of Surgery,' edited by C. C. 
Choyce, M.D., F.R.C.S., and published by Messrs. 
Cassell & Co., Ltd. The work is to be issued in 
three volumes, and has been written by surgeons 
and pathologists who are actively engaged in teach¬ 
ing and in practice at the present day. 
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ON 

ACUTE ARTHRITIS. 

Delivered at Guy’s Hospital. 

By W. HALE WHITE, M.D., F.R.C.P., 
Senior Physician to the Hospital. 


Gentlemen, —This afternoon I want to go over 
with you a case in Miriam Ward which has 
interested us very much. It is that of a little 
girl, aet. 5 years, who came in on October 22nd. 
When she was admitted she had a high tempera 
ture and was drowsy. The history obtained was 
that on the 20th she was quite well in the morning, 
running about with other children. In the after¬ 
noon, however, she complained of pain in the right 
leg, which pain appears to have been in the 
neighbourhood of the hip. After that time she 
refused all food, and was obviously very ill, for on 
the 21st she vomited several times and was very 
drowsy On the 22nd she w’as so drowsy that 
she did not realise her surroundings or recognise 
her parents, and the vomiting continued. On 
the evening of the 22nd she was so ill that the 
parents brought her to the hospital, and while 
she was being examined she had a fit. Her 
temperature was, 104*2° F., her respirations were 
30, and the pulse 168 \ it was also obvious that 
she was very ill. She looked a healthy child 
except for this acute illness, and she lay on her 
back with her legs drawn up; her face was very 
flushed, she muttered incoherently, she frequently 
ground her teeth, taking no notice of anything 
which was going on around her, and she resented 
very much being examined. It was noticed that 
there was some tenderness in the neighbourhood 
of the right hip-joint. During the evening she had 
several other fits besides the one which 1 have 
already mentioned. So the impression of those 
who saw her on that evening was that it was a case 
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of disease of the central nervous system, because 
the drowsiness and the fits were the striking feature. 
During the evening the patient had five or six fits, 
each lasting from one to two minutes. Some con¬ 
sisted of general clonic spasms, others commenced 
with twitching of the left side of the face and left 
arm with deviation of the eyes to the right. The 
movements then became general. She had incon¬ 
tinence of both urine and faeces, thus supporting 
the idea that the central nervous system was at 
fault. Her tendon-jerks were normal, the optic 
discs were normal, and to show you how ill the 
child was she did not resent having the needle put 
in between the laminae of her vertebrae to have 
some cerebro-spinal fluid taken out. That fluid 
was found to be perfectly normal; that is to say, it 
was clear, it contained no albumen, and no abnormal 
cells or micro-organisms. The ears were examined 
to see if they could be the cause of her meningitis, 
from which she was supposed to be suffering: 
they were normal. But the general impression 
of those who saw her was, at this stage, that on 
account of the temperature and the pulse, and the 
drowsiness and the history of vomiting and con¬ 
vulsions, that it probably was a case of early 
meningitis. 

I should like, first of all, to discuss that 
meningitis view with you. There were among 
those who saw the case two camps. One thought 
she had meningitis, and the other thought she had 
not. And it seemed to me that those who thought 
she had meningitis had less to say for themselves 
than those who thought she had not. Reviewing 
the case by the light of subsequent events, in the 
first place the onset was very sudden for meningitis. 
You will remember the child was playing with her 
fellow children in the morning, and in the after¬ 
noon she was a seriously sick child. It is true 
that the epidemic form of cerebro-spinal meningitis, 
which especially affects children, may come on 
suddenly, but whatever form of meningitis this 
child had it was not that form ; she had not retrac¬ 
tion of the head, which is the early classical sign. 
No one among those who favoured meningitis 
suggested it was the epidemic cerebrospinal 
variety. And not only was the child’s feeling of 
illness very sudden for meningitis, but the tempera¬ 
ture rise was very sudden. It was probably quite 
high on the very first day. And I think it is 
very unusual to get universal convulsions so early 


in a case of meningitis. For the convulsions 
to be universal the meningitis must have spread 
over both motor areas. Nearly all meningitis 
begins on the base of the brain, and the only 
exception to this is the meningitis which follows 
injury to the skull, and that may begin on the 
| vertex of the brain. So, most meningitis being 
primarily basal, it must take some time to spread 
! on to the motor regions and so cause convulsions. 
But this child, within forty-eight hours from the 
onset of the illness, had several convulsions. 
Coma in meningitis is usually a late sign, for 
coma means that the trouble has spread by the 
choroid plexus into the lateral ventricles, and 
there is effusion there; the effusion causes in¬ 
creased intra-cranial pressure, hence the coma. 
Coma was certainly present on the first day; the 
child was drowsy then, and very drowsy on the 
second day. One might also remark in passing 
that if it was meningitis it was an acute suppurative 
meningitis, and no one was able to suggest a cause 
for that. The child’s ears were healthy, as I have 
already said, and ear disease is certainly the 
commonest cause for acute suppurative meningitis. 
We went into all these things in considering 
meningitis, and because it was considered the 
child might have it the cerebro-spinal fluid was 
examined, but nothing abnormal was found about 
it, which was very much against the meningitis 
view. By this time it was late in the evening, 
and, quite rightly, the child was left till the next 
day. On the following day I saw her, that is to 
say, on the Monday. The note says she was rest¬ 
less during the night. She has had lucid intervals, 
when she recognised her family, but if asked 
where her pain is she points to the right leg. It 
had become fairly evident by then that the hip was 
the part to which we should direct our attention. 
It had not been quite so evident before. I 
gathered from those who saw her on the Sunday 
night that pain in the hip had not then been a 
prominent feature; it was more the cerebral 
symptoms which were obtrusive. On the Monday 
the hip was more prominent in our minds, and the 
view we took was that the child had some acute 
arthritis of her hip and that it was an acute 
process, in consequence of which she was generally 
poisoned, hence the coma and the convulsions. 
And I may, in passing, remind you that children 
rarely have rigors, but in place of them they 
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generally have convulsions. One reason for coming 
more to the view that the hip was the cause of the 
trouble was that none of the reasons given for it 
being meningitis had increased. On the other 
hand, the child was more tender over the hip, and 
it was lying with its leg adducted, and it cried 
when the hip-joint was touched. So we diagnosed 
that the child had acute arthritis of its hip. 

That raises the question as to what can be the 
cause of the acute arthritis of the hip. I suppose 
if you take all the cases of acute arthritis which 
come into the medical wards, by far the most 
common is that which I thought some might say 
this patient had, namely rheumatic fever. But of 
course not for a moment will that view hold good 
here, and I should have been seriously annoyed if 
any of you had held that view : for this reason, that 
this child had only one joint affected, and it is 
a rule, and perhaps it is the best axiom 
in medicine, never diagnose rheumatic fever 
so long as only one joint is affected. In rheu¬ 
matic fever the arthritis goes from joint to joint, 
quickly leaving the joint or joints in which it 
began. This child had complained vaguely of the 
hip since Friday, and it was now Monday, and 
therefore if it had been rheumatic fever or 
rheumatic arthritis, the pain would have left that 
joint and gone on to others. And if to-day you 
feel that you have learnt nothing but that fact, you 
will have done a very good day’s work, because of 
the great importance of not calling these cases 
instances of rheumatic fever. And it is for this 
reason : that if you call a case of acute arthritis 
rheumatic fever you do not do much for the patient. 
But many varieties of arthritis are so acute that if 
you do, not act promply the patient will die, and as 
some of you know, this patient about whom we are 
speaking did die. I have known many mistakes 
made on this point. I have seen a case of so-called 
rheumatic fever due to fracture of the femur at the 
knee-joint. I have frequently seen tuberculosis of 
the joint called rheumatic fever. I have seen sup¬ 
purative arthritis called rheumatic fever. I have 
seen necrosis of the head of a bone leading to some 
arthritis called rheumatic fever, and also many 
cases of infective trouble, such as gonorrhoea, I 
have seen diagnosed as rheumatic fever. And you 
will agree with me that in every one of those the 
mistake can be serious. I cannot say it too often : 
never diagnose rheumatic fever so long as only one 
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joint is affected. In this case there was no other 
evidence of rheumatic fever; the child had no 
heart trouble, it had not had tonsillitis or erythema 
or nodules, which go with rheumatic fever. It was 
difficult in the case of the hip to say it looked like 
a rheumatic joint or that it did not; but when 
rheumatic fever affects joints more easily accessible 
there is some swelling, usually not excessive, there 
is very slight redness, and that is all. Having at 
once put out of our minds the possibility that this 
child had rheumatic fever—and it was far too ill 
for it generally I may say—we had to think of 
other varieties of arthritis. We had now hold of 
the idea that the hip was at the bottom of the 
trouble. There are many varieties of arthritis ; for 
instance it may occur after scarlet fever; this 
child obviously had not that. It may occur in 
typhoid, and this child had not that. Arthritis in 
typhoid fever is very rare. It is a common 
symptom in meningococcic meningitis. It occurs 
in influenza and occasionally with glanders, small¬ 
pox, measles, diphtheria, dysentery. Obviously the 
child had not these. I mention them so as to 
make the lecture complete. So we had to 
come to other varieties. The first common one 
I would direct your attention to, because it is so 
common, is gonorrhoea. Had this child gonorrhoeal 
arthritis in the hip ? It was extremely unlikely in 
a girl, aged 5^, that the arthritis was gonorrhoeal. 
But it is only by remembering unlikely things that 
you make a brilliant diagnosis. Gonorrhoea may 
be found most unexpectedly. But we were quickly 
able to negative that here. Not only was there no 
evidence of gonorrhoea, but the arthritis was very 
acute. Still, gonorrhoeal arthritis may occasionally 
be very acute. For instance, I remember a lady 
who was about six months pregnant and whose 
husband had left her to go on some business 
journey, and had been away a month. When I 
saw her she had acute arthritis of the ankle and 
knee on one side and considerable pyrexia. She 
was toj ill and the arthritis had come on so suddenly 
that I felt sure both joints must be affected with 
pneumococcal arthritis. Some pus came out of 
one of those joints and it proved to contain a pure 
culture of the gonococcus. It was a surprise to 
the doctor in attendance, because he could not 
think such a thing was possible in this patient. I 
mention that to you for two reasons—to remind 
' you that gonorrhoeal arthritis may be very acute, 
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and also that it may occur where you least expect 
to find it. But this child's arthritis, notwith¬ 
standing the acuteness which gonorrhoeal arthritis 
very occasionally may assume, was not of that form. 
The child was suddenly struck down on the Friday 
afternoon with an illness so acute that the blood- 
poisoning part of it leads to drowsiness and convul¬ 
sions. They could hardly be gonorrhoeal. It is 
unusual to find gonorrhoeal arthritis in a single joint, 
and very unusual to find it in the hip. But still that 
disease had to be thought of. Do not forget that 
in small children you may get gonorrhoeal arthritis 
following on ophthalmia neonatorum. We decided, 
therefore, against gonorrhoea here. We wondered 
whether the arthritis was pneumococcal, and there 
was much to be said for that view. You know 
pneumococcal arthritis is common ; indeed, it is 
the commonest cause of arthritis in children under 
five years of age, and this child was only five and 
a half. It is often very acute, and it is ushered 
in suddenly, just like this, and therefore it became 
likely that this was a case of pneumococcal arthritis. 
But it is generally, though not invariably, associated 
with pneumonia, and usually the pneumonia comes 
first. This child had not pneumonia at that time, 
though she developed it afterwards. So while we 
were willing to believe it might be pneumococcal, 
on the whole I do not know that we thought it 
was quite likely. I might have added that the 
pneumococcal cases often follow a blow on the joint, 
and there was no history of such here. Still, pneu¬ 
mococcal arthritis is a sudden acute arthritis, with 
high temperature and a sudden onset as in this 
case. Having thought of that, the next thing we 
had to bear in mind was whether it was a case of 
septic arthritis. By that I mean was it an arthritis 
due to some obvious wound in some other part of 
the body ? It is the form of arthritis which used 
to be very common in the old days, and was called 
pyaemia. The great objection to that view was that 
we could not find any source of infection, the 
child had not had any wound and there seemed to 
be no source of infection which could have pro¬ 
duced septic arthritis. But do let me, in passing, 
remind you what I am always trying to impress 
upon you, that many and many a case of septic 
arthritis is mis-called rheumatic fever. See what a 
bad mistake it is, because you then fail to remove 
the cause of the septicaemia. The last case we 
saw before we came to the lecture was that of a 


woman who had stiffness of her joints, presumably 
a mild arthritis, obviously secondary to disease of 
the teeth. It is so easy to call it rheumatic 
fever, and if you do that in such a case, of course 
you do not have her teeth taken out, and you do 
nothing for her condition. In this case, while I 
was willing to believe this was possibly septic 
arthritis, the great objection was that it was an 
affection of one joint only. As a rule septic 
arthritis occurs in several joints. 

The remaining condition which it might have 
been was an acute secondary arthritis, that is to 
say, an arthritis secondary to some disease in the 
neighbourhood of the joint, aud that disease is 
nearly always acute osteomyelitis of the hone. We 
will say more about that soon, but here I may 
mention that this was the view we favoured. From 
the treatment point of view it did not matter 
whether it was pneumococcal, septic, or acute 
secondary arthritis, for whichever it is you must 
open the joint instantly, whatever your engagement 
may be. The joint must be opened at once if you 
are to save the patient's life. So we asked Mr. 
Steward to see the case, and while he was looking 
at it he went over in his mind these various causes. 
Although, like myself, inclined to think it was 
acute arthritis secondary to disease of bone, it is 
particularly noteworthy he could not find any 
tenderness of the bone. Her hip-joint was opened 
and drained, and ij to 2 drachms of pus came 
out. Mr. Steward examined it very carefully to see 
whether there was any abscess of the bone which 
would cause the secondary arthritis, but he 
could not find any. So nothing was done to the 
bone, but a tube was put in the wound. As the pus 
was not very thick it certainly was not pneumococcal 
arthritis; that disease gives a thick yellow' pus. 
The pus was sent up to the bacteriological labora¬ 
tory for examination. I will tell you about the 
result of that examination in a minute. On the 
next day, Tuesday, the note is that the tempera¬ 
ture fell a little, but rose again to-day, and a 
considerable quantity of foul-smelling serum had 
discharged from the wound. This was very unlike 
the discharge from a pneumococcal joint, and the 
child was a little better generally. On the next 
day, Wednesday, the child looked thoroughly 
septic; it had that nasty yellow look, and the 
spots where subcutaneous injections had been 
given had become haemorrhagic, and we did not 
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like the look of the child. I will pass round the 
chart of the temperature during the illness and 
you see how high it was. Next day Mr. Steward 
and I saw the case together. The child then 
looked more septic, the abdomen was distended 
and tympanitic, showing the poison had reached 
to the stage of paralysing the wall of the gut; the 
respirations had increased very much in frequency, 
and I accordingly examined the lungs and found 
a considerable area of pneumonia on the right side. 
By that time Mr. Steward and I had come to the 
conclusion that although probably it was correct 
to diagnose it as acute secondary arthritis, secon¬ 
dary to acute disease of the bone, the child was far 
too ill to justify doing anything more. We should 
have killed the patient if we had done anything ; 
it had pneumonia and its temperature was very 
high. On the next day there were signs of pneu¬ 
monia on the other side. That was on the Friday. 
The child had no lucid intervals ; it continually 
caught at non-existent things, and was in a condition 
of restless delirium. On the next day the right 
cheek was swollen by swelling of the parotid, and 
that in spite of the fact that the mouth was kept 
most carefully clean with peroxide of hydrogen. 
On the next day breathing was more laboured, and 
the day following that the child died. 

Now, with regard to the post-mortem examina¬ 
tion. On making that examination we found the 
most beautiful specimen of what we feared was the 
cause of the trouble, namely acute osteomyelitis 
which had affected the whole of the shaft of the 
femur. It spread up to the head near the joint, and 
the periosteum is separated off from the femur at the 
head and lower part. The interesting part of that 
specimen is that even after death we cannot find how 
that acute osteomyelitis got into the joint. Usually 
you can clearly see some small aperture that the 
pus has made, and so infected the joint. Here 
are the lungs, and you can beautifully see the 
pneumonia at all these places. In addition to the 
pneumonia, I want you to particularly notice the 
little holes in the lungs where there have been 
abscesses. Here at one spot are great patches of 
small abscesses, and on the base of this piece of 
lung you will see other abscesses. This child, 
therefore, had the most perfectly typical pyaemic 
abscesses of the lungs. Cultivations were taken 
from the pus discharged from the joint and from 
the blood of the child after death, and from both 


a most beautful culture of the Bacillus pyocyatieus 
was obtained, and I have the culture here for you 
to see. That is the offending organism which has 
caused the osteomyelitis and the pyaemia from 
which this child died. 

All that remains for me, therefore, now, is to tell 
you a little more about the condition. Nowadays 
acute osteomyelitis is probably the most frequent 
cause for severe pyaemia like this. In olden days 
osteomyelitis came third : amputations, then exci¬ 
sions, then osteomyelitis. Micro-organisms have 
been carried by the blood-stream into the lungs and 
formed these little abscesses. And that is not 
surprising, because the lungs would be the first 
structures in which micro-organisms are likely to 
stick when they are brought up from the veins of 
the leg to the right side of the heart. What has 
probably happened in the case of each of these 
abscesses is, that for a few hours where the micro¬ 
organisms lodged a little patch of solid lung formed 
and that quickly broke down into purulent points, 
and many are seen here. The pus in them smelt 
horribly. These pyaemic abscesses are always at the 
edge of the lung, which is what you would expect, for 
the micro-organisms get carried to the furthest point 
before they are stopped, and the micro-organisms 
form these abscesses. It is the same condition as 
is present in the liver in portal pyaemia, where from 
some infection in the area of the portal vein 
abscesses form in the liver. Pyaemia is very likely 
to follow disease of the bone. Very often these 
pyaemic abscesses are followed by pleurisy. 

It has been to us a very interesting case, and I 
think its consideration may save you in the future 
from some mistakes. 

February 19 th 9 1912. 

Treatment of Anthrax. —Of the thirteen cases of 
anthrax reported in detail, six were very severe, but 
all terminated favourably. Conservative measures 
alone were applied in ten cases, merely absolute 
repose, suspension when necessary, and boric acid 
salve. The main point is to keep the part ab-. 
solutely still. In one case excision of the lesion 
was followed by high fever and symptoms indi¬ 
cating that the bacilli had found their way into the 
blood. One patient was a butcher who developed 
extensive lesions on the arms after slaughtering a 
cow with anthrax.— fourn. vol. lviii, No. 5. 
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CLINICAL SURGERY AN ART 
AND A SCIENCE.* 


By CHARLES B. LOCKWOOD, F.R.C.S., 
Surgeon, St. Bartholomew’s Hospital. 


Gentlemen,— The object of this lecture is to warn 
you against the tendency to place the scientific 
branch of clinical surgery before the purely clinical. 
Obviously our first object when confronted with a 
patient is tg try to find out what is the matter. 
Upon that decision the subsequent treatment 
must be based. To find out what is the matter 
with the patient we begin by using our unaided 
senses. How often have we pointed out the order 
in which those unaided senses ought to be used! 

The use of the eyes comes first of all. There is 
a great art in using the eyes. “An art teaches 
to do, a science to know.” But to do anything 
requires a great deal of practice, a great deal of 
experience, and above all things a great deal of 
repetition. To use the eyes to ascertain what 
is wrong is not a mere casual ability gained 
without training. Eyes have to be used in a 
proper way. First to form an estimate of the con¬ 
dition of the whole patient, and afterwards of the 
condition of the whole of the diseased part or limb 
or structure. The eyes, properly used, give us 
information which no other sense can furnish. 
But they cannot be properly used unless you have 
been taught to use them. When you, gentlemen, 
go into the surgical ward make a practice of using 
your eyes. Do not proceed straight away to get a 
“ test-tube diagnosis.” I often see such a proceed¬ 
ing attempted. Instead of spending much time 
and labour in watching and thinking about a case, 
it is so much easier to obtain something from the 
patient’s body and to send it for examination to the 
pathological laboratory. I am afraid that if you 
put your own faculty of observation out of court 
and trust entirely to outside information you will 
be led into serious error. We had a case recently 
of dire disease of the right thigh-bone. The disease 
might have been thought to be syphilitic inflam¬ 
mation of the periosteum. The blood was 
examined, and the report came back of a positive 
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Wassermann reaction. That report led, of course, 
to further treatment on the assumption that the 
patient was syphilitic. However, that patient has 
been operated on, and extensive necrosis of the 
thigh-bone has been found, caused by infection 
with Staphylococcus pyogenes aureus . Operative 
treatment might have been delayed on the assump¬ 
tion that the scientist was right, but the clinical 
duty was clear, and the sooner the septic condition 
of the bone was dealt with surgically the better. 
The ultimate result will, it is feared, be amputation 
at the hip-joint* 

The next step in the clinical examination of the 
patient is to feel. The cultivated sense of touch 
is a very wonderful thing. To some extent a gift, yet 
it can be cultivated, especially in the dissecting, 
room. The medical man who can paint and draw 
will probably have a better sense of touch than 
one who lacks those accomplishments. But an 
educated sense of touch is only acquired by a 
great deal of training and experience, and surely 
you ought to learn in the wards by every means- 
in your power to cultivate the sense of touch 
and to pit your own against the educated sense 
of touch of those who are your teachers. I 
remember Luther Holden speaking to us about 
this educated sense of touch, and saying of a man 
who had this accurate and sensitive power, “ Yes* 
you have the 4 surgical fingers.’ ” One man may 
be gifted by nature with a finer sense of touch than- 
usual, but another may acquire it by constant 
practice and by self-education. 

There are other senses which we may apply to 
the discovery of disease. The sense of hearing 
may be of use in surgical wards. It is a sense 
which is rather neglected. In surgical diseases of 
the chest the sense of hearing is employed as a 
matter of course, but in others it is some¬ 
times forgotten. In the case of a patient with 
abdominal trouble, such as intestinal obstruction* 
most important information may be obtained by lis¬ 
tening to the abdomen. In the early stages of 
mechanical obstruction the whole abdomen-will be 
heard to squeak and gurgle and groan. This 
proceeds until the intestines become exhausted or 
the peritoneum inflamed ; then all is silent. 

Need I say that before you can form a clinical 
diagnosis you must be equipped with an adequate 
knowledge of anatomy, of physiology and pathology. 
I said adequate knowledge designedly, because I so 
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frequently observe that the gentlemen who come 
round the wards with me have minute anatomical 
knowledge, but not what I may call common-sense 
anatomical krtowledge. They have learned the 
minutiae before they have learned those broader 
facts which we ought to have at bur finger-ends 
and be able to use. 

When I spoke of seeing and feeling a remark was ' 
made which it is difficult sufficiently to enlarge 
upon. That remark was that some people were 
better endowed by nature than others for seeing and 
for feeling. This is so, and of such men it is 
often said that they have clinical instincts or that 
they have clinical genius. These men, without 
doubt, if they hare other intellectual gifts in , 
addition, are far ahead of the rest of us in their j 
powers of diagnosing disease. It is some time since 
we had in the medical world a man who had this j 
supreme gift, but perhaps another will arise. I have 
met men who with what appeared to be an intuition 
acting almost like lightning could see through a 
case and form an accurate opinion—an opinion 
based, not on scientific, but on clinical grounds. 

If, now, we have exhausted all the resources for 
forming a proper clinical diagnosis by means of the 
unaided senses, obviously the question will next 
arise as to the use of the aided senses. There are 
many aids to the senses which you can use, either 
at the bedside or in the consulting room, without 
the aid of a general or a local anaesthetic. It seems 
to me reasonable that every person in this room ] 
should make up his own mind that he himself I 
is the proper person to employ these methods I 
of investigation. One cannot hurt a person very 
much with the ophthalmoscope, nor perhaps do 
very much harm with the laryngoscope. But we 
must make up our minds what we are going 
to do with regard to the instrumental aids with 
which a general anaesthetic is required. Take the 
examination of the bladder with the cystoscope. If 
that is carried through without the aid of a general 
anaesthetic it is very apt to lead to some fallacious 
conclusions. I have known some curious errors 
result from that proceeding. The patient being 
examined under an anaesthetic by means of one or 
other of these aids to the senses, it follows that you 
must decide whether surgical treatment is necessary 
and whether you yourself are prepared to carry out 
that treatment. It is rather a lamentable thing to 
give a patient an anaesthetic, making him seriously 


ill, and then find it impossible to arrive at a con¬ 
clusion. Take every opportunity to learn how to use 
the various endoscopes, fallacious though they be. 
Dr. Brown may be a man of wealth, and the 
necessity for such an acquirement of knowledge and 
skill may not appeal to him when he goes into 
practice. If the patient has something the matter 
with the eye he can send him to the ophthalmic 
surgeon ; with the ear, to the aural surgeon ; with 
the skin, to the dermatologist; if something the 
matter with the lower bowel, to the specialist in the 
diseases of the rectum. But as a matter of fact 
nearly everyone can learn to use these various 
“scopes,” and when one has been learned much 
has been done to master the others. 

You will, however, learn the limits of your capa¬ 
cities. For instance, you may have observed that 
when we have a case of malignant disease of the 
oesophagus, one of my colleagues from the throat 
department is asked to show what there is inside 
the oesophagus. A little while ago a patient had a 
pain underneath the sternum. He was examined 
by a general surgeon by means of an oesophagoscope 
and nothing abnormal observed. In this connec¬ 
tion we must remember that the oesophagoscope 
has not been very long in general use, and that it 
is not likely to be used on many occasions by the 
general surgeon, who, therefore, might easily fail to 
see a growth in an oesophagus which was difficult 
to examine. Further investigation was made with 
the help of Mr. Faulder. Thereupon he found, 
far down in the oesophagus, near its opening into 
the stomach, a narrowing surrounded by an ulce¬ 
rated growth. I urged Mr. Faulder to obtain a 
piece of the growth : a portion was snipped off and 
found to be carcinoma. Thus the whole of that 
case was cleared up by a general surgeon acting in 
conjunction with a specialist. Why should the 
general surgeon have had charge of that case and 
not the specialist ? After a time the patient could 
not swallow and began to suffer greatly from thirst. 
To relieve this gastrostomy was performed by the 
general surgeon. 

Let us turn now to the examination of the rectum 
with the proctoscope. The proctoscope requires a 
general anaesthetic, and may reveal conditions 
which should be dealt with there and then. There 
came in the wards recently a curious case, difficult 
to diagnose, the chief point in evidence being a 
slight passage of blood and slime from the rectum. 
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The proctoscope showed a narrowing of the rectum, 
due to the presence of an ulcer, a piece of which 
was removed and found to be carcinoma. The 
question then arose as to what should be done 
under such circumstances. Should a cure be 
attempted by a dangerous resection, or a palliative 
operation done to prevent the patient dying of the 
impending obstruction ? 

We will suppose now that a patient has been 
examined clinically, first by means of the unaided 
senses, the eyes, the fingers, the hearing, and then, 
if necessary, by means of the senses aided by 
various instruments of precision. This clinical 
examination may point to the necessity for further 
scientific examination. It may be desirable to call 
in the X-ray photographer. It is important that 
we should make sure that the X-ray photograph 
has been taken under proper conditions. There 
was a patient in this hospital, for example, who had 
a stone removed from the lower end of the ureter. 
For months he had had signs of a stone in the left 
ureter, but nobody had been able to locate it. 
Clearly it could not be removed until the surgeon 
knew whether it was at the top of the ureter or at 
its lower end. Four X-ray photographs had been 
taken, but not one under proper conditions, for the 
patient had never been properly prepared. His 
medical man was requested to purge him for some 
time—two or three days—and then to send him to 
the X-ray photographer before he had had a meal. 
The result was a photograph showing a calculus 
fixed in the lower end of the ureter, from which it 
was afterwards removed. 

The same necessity for special preparation arises 
during other investigations. Previous to a scientific 
examination of the intestinal contents it would be 
improper to give the patient a meal containing 
meat, and therefore blood, if we wished to learn 
whether the motions contained blood. A man 
with a pain under the sternum had lost weight, his 
appetite had diminished, and it was said that he 
had vomited. The. extracted stomach contents 
contained blood and pus. The scientific reports 
upon cases of this sort are most elaborate, but learn 
to interpret them with the aid of your own clinical 
common-sense. The report in such a case may 
furnish curious information about the bacilli found 
in the stomach and of the acids, but at the end of 
it you will say— 44 Well, if this patient had an ulcer 
in his stomach there would be blood and pus. Is 


there any ? ” If in addition much epithelium is 
seen, it may have come from an epithelial growth. 
But I repeat that the clinical examination of disease 
comes first and the scientific afterwards. 

There is one other remark to make in connection 
with the X-ray*photograph. One of our rules in 
diagnosis is this : after examining the whole patient, 
examine the whole of the diseased part, or structure, 
or limb, and compare with the corresponding part 
on the opposite side of the body. The opposite 
side of the body gives us our means of comparison, 
and yet the constant cry with regard to X-ray 
photographs is: Why have they not photographed 
l both sides of the body ? We had a child in the 
ward with supposed tuberculosis of the tarsus. 
The limb showed a slight swelling, and the X-ray 
photograph revealed an opacity in one of the tarsal 
bones. I do not think, however, that the opposite 
foot was examined at all, and this is the commonest 
omission. On the opposite side of the body there 
was nothing clinically objective in the foot, but an 
X-ray photograph, when it was taken ultimately, 
showed that the opposite tarsal bone was as opaque 
as the one on the affected side. Ought that 
omission to be made? If we do not get into the 
habit of beginningour examination on the sound side 
we shall quickly find ourselves in a difficult position. 
A case in point was that of a lady who was said to 
have colon bacillus cystitis and a colon bacillus 
infection of the left kidney. She was seen by 
various people, and no examination of the opposite 
side was undertaken. But at length she was exa¬ 
mined by one medical man on the right side of 
the body, and protested that that was not the 
“ bad side.” 44 That may not be the ‘ bad side,’ ” 
she was told, 44 but don’t you know that you have 
something very peculiar on that side?” She had a 
loose kidney on that right side, and it had slipped 
from the diaphragm almost down to the iliac fossa. 
Therefore do not forget to examine the sound side 
of the body as a beginning, and above all things 
see that the X-ray photographs furnish views of 
both sides for purposes of comparison. 

Again with regard to X-ray photographs, it will 
be well for you to learn to interpret them for your¬ 
selves. The radiographer has not seen the patient. 
He probably does not know anything about the 
clinical examination. I recall a case of suspected 
stone in the prostate, of which the radiographer 
was requested to furnish an X-ray picture. The 
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X-ray photographer reported that there was no 
stone in the prostate, although clinically it seemed 
impossible that it could be otherwise. It turned 
out afterwards that the shadow was there, having 
been cast in an unexpected direction. A man was 
supposed to have fractured his thigh-bone. An 
anaesthetic was given and there was not an impacted 
fracture, but a good deal of blood inside the pelvis. 
It was thought well, however, to have an X-ray 
photograph taken of the thigh-bone. The report 
of the radiographer was to the effect that the surgeon 
had overlooked an impacted fracture in the neck 
of the femur. The photographs were sent for and 
examined by the surgeon in question, and then the 
source of the error was evident. The tube placed 
over the injured side had cast a normal shadow, 
but on the opposite side the rays had been cast 
obliquely and gave a long shadow of the neck of 
the femur. So the long neck was assumed to be right 
and the short one wrong. But the rami of the 
pubes were also elongated like the neck of the 
femur, and the shadow of its shaft about twice as 
wide as the other. 

There are occasions when the scientific examina¬ 
tion settles the diagnosis. A patient with a high 
temperature, accelerated pulse, slightly distended 
and painful abdomen, was admitted for appendi¬ 
citis. The woman looked very ill and began to 
have diarrhoea, so the bacteriologist was called in 
and discovered the typhoid bacillus. ' In that case 
the scientist did more than confirm the clinical 
diagnosis ; he made the diagnosis. 

One who diagnoses a case on scientific grounds 
alone and treats with vaccines is in great peril of 
becoming a scientific quack. For example, a 
patient may have a high temperature, an accelerated 
pulse, some abdominal swelling and pain. The 
urine may be passed very frequently and may 
contain some pus, and the scientist may separate 
from this the colon bacillus. The next step is to call 
the disease colon bacillus infection, and resort to 
vaccines. The clinical observer, on the other hand, 
begins with a proper examination, is of opinion that 
there is something septic behind the peritoneum, 
and that this septic condition may be an abscess. 
The abdomen is explored and a retro-peritoneal 
sarcoma found. I have just performed Berger’s 
amputation upon a boy for sarcoma at the upper 
end of the humerus, accompanied by a temperature 
of ioi° F. and a pulse-rate of no. After the 


removal of the sarcoma the pulse and the tempera¬ 
ture became normal. The scientist falls into pitfalls 
because he has no adequate clinical training, and 
perhaps no clinical instincts. Imagine a vaccina¬ 
tion carried out over a long period because there is 
the colon bacillus in the urine when the real 
trouble is a suppurating Fallopian tube. Of course 
that#must happen when people do not follow proper 
clinical rules and methods. Treatment conducted 
upon such lines is a species of scientific quackery 
leading to vaccination for sarcomas, or suppurating 
Fallopian tubes. It has even been proposed to 
vaccinate for appendicitis when it was due to con¬ 
cretions in the appendix. 

This has been a desultory lecture, but I want to 
persuade you that now is the time to take every 
opportunity to acquire clinical methods and 
training, to cultivate your clinical instincts, for 
otherwise scientific medicine and surgery will not 
avail. 

February igth , 1912. 


Vogt thinks that the chronic course liable with 
broncho pneumonia, in contrast to the compara¬ 
tively brief course of lobar broncho-pneumonia, is 
due to permanent injury .of parts of the lung. 
Careful examination after the supposed complete 
clinical recovery may reveal moist rales, indicating 
a permanent focus that may flare up again on 
slight provocation. The left lobe is the one 
generally affected, and Rontgenoscopy is often a 
valuable aid for the diagnosis. The most probable 
assumption is that some of the smaller bronchi are 
left permanently diseased and enlarged; this is 
particularly liable when influenza bacilli are in¬ 
volved, either alone or in mixed infection. The 
tendency to the chronic affection is more marked 
the younger the children. In eighteen of twenty 
children with recurring broncho pneumonia, the 
first attack occurred before the age of six. in nine 
before the children were two years old. T he acute 
onset and apparently complete subsidence speak 
against a tuberculous nature of the trouble. He 
reports the details of twenty-five cases of chronic 
broncho-pneumonia with acute exacerbations which 
he has encountered in the last eighteen months. 
Drugs may reduce the amount and putridity of the 
sputum, but this is all that can be expected of them. 
Mechanical surgical measures alone offer the only 
chances of radical cure in the cases that show no 
tendencytospontaneous recovery.— -Journ. 
vol. Iviii, No. 5. 
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A CLINICAL DEMONSTRATION AT 
THE MEDICAL SOCIETY OF 
LONDON. 


Myoclonus (Paramyoclonus Multiplex^). 

Dr. A. C. D. Firth showed a case of myoclonus 
(paramyoclonus multiplex) in a boy, jet. 13 years. 
Two years ago the child received a severe fright; 
he saw a man robbing the gas-meter, and was told 
his throat would be cut if he made any noise. 
Soon after this occurrence the movements were 
noticed. The child had never had any fits, and 
there was no history of epilepsy in the family. 
There were four brothers and one sister, all. of 
whom were normal. The contractions had been 
observed in the orbicularis palpebrarum, platysma, 
the trapezius, the lower fibres of the pectoralis 
major, the lower fibres of the deltoid, the triceps, 
the supinator longus, and the rectus femoris. The 
contractions of the orbicularis palpebrarum were 
synchronous ; the contractions of the other muscles 
were symmetrical but not synchronous, and frequent 
in their appearance, at times several contractions 
in the minute, at other times one contraction only 
in several minutes, while sometimes a muscle in 
which the spasms has previously been observed 
was quiet. The movements were most constant 
in the triceps and the supinator longus. Emo¬ 
tional disturbance appeared to increase the number 
of contractions. Nystagmus was not present, but 
both eyes showed evidence of a severe attack of 
ophthalmia neonatorum. The knee-jerks were 
brisk, but there was no spasticity of the limbs, and 
no clonus could be obtained. The electrical 
reactions of the muscles were normal. The case 
had been under observation for nine months, and 
no alteration in the condition had been noticed. 
Dr. Firth said Dr. Guthrie had pointed out to him 
that the case apparently was a mixture of both 
myoclonus and tic. He suggested that the spasm 
of the orbicularis was due to the condition of the 
cornea, and was the result of the ophthalmia 
neonatorum. Dr. Guthrie thought that was separate 
from the multiple spasms which were seen in 
different parts of the body. The prognosis was 
excellent, and the best method of treating such 
cases was by systematic exercises. 


Dr. F. S. Palmer said the Society was much 
indebted to Dr. Firth for bringing the case forward. 
The disease was described by Friedrich in 1881, 
and according to Oppenheim it was identical with 
Henoch’s chorea electrica. The prognosis as a 
whole was favourable, and Oppenheim spoke of 
| thyroidin having done good in one case. Perhaps 
{ Dr. Firth might like to follow' out that suggestion. 

1 

Bulbar Paralysis. 

Dr. F. S. Palmer showed a case of bulbar 
paralysis in a house-painter, set. 39 years, married, 
with four children, who was admitted to the West 
End Hospital on January 13th, 1912, suffering 
from chronic nuclear (labio-glosso-laryngeal) 
paralysis of seven months’ duration. The patient's 
father had died fifteen years ago, the cause of his 
death being unknown; his brother was living and 
well. Of the patient’s five brothers, one was alive, 
one had been shot in South Africa, and three were 
stated to have died from pulmonary tuberculosis. 

| There was one sister, living and healthy. Beyond 
j the ordinary ailments of childhood the patient had 
never had any serious illness until last summer. 
He had never had diphtheria, scarlatina, or enteric 
fever, and specific disease was denied. His 
I present illness commenced early in July last, with 
stiffness in the muscles of the neck, weakness in 
the movements of the tongue, and articulatory 
difficulties, followed late in September by impair¬ 
ment of deglutition and constant dribbling of 
saliva. About the same time he complained of 
colicky pains in the abdomen which after a few 
i days disappeared. The other symptoms had, 

| however, been steadily, if not rapidly, progressive, 
and he was now only able to swallow liquid food, 

1 and that with difficulty. He was very emotional, 

| complained of headache, chiefly occipital, and his 
j facies reflected a condition of suffering and anxiety. 

| There was marked weakness and wasting of his 
! facial muscles, with an appearance of exophthal- 
1 mos, but without any palpable thyroid enlargement, 
j tremor or tachycardia. His pupils were unequal, 

1 left larger than right, but both reacted to light and 
convergence. The optic discs were normal. His 
tongue could not be protruded beyond the dental 
arch, it was wrinkled and atrophied, and sometimes 
exhibited fibrillary tremors. His speech had a 
distinctly nasal intonation and was almost unin¬ 
telligible. The palate was motionless on phona- 
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tion. A definite blue line could be traced along 
the gums, but he had no wrist-drop or other signs 
of plumbism. His mouth was usually open, he 
was unable to whistle, or blow, and there was a 
good deal of saliva dribbling. The small muscles 
of his hands showed definite signs of wasting; the 
atrophy was especially seen in the right thenar 
and hypothenar eminences. His gait was 
practically normal, and there was no sign of spas¬ 
ticity in his limbs or Rombergism. His reflexes 
were as follows : 

Superficial .—Abdominal obtained. Plantars 
flexor on both sides. 

Deep .—Supinators very brisk on both sides. 
Knee-jerks increased on both sides, Ankle-jerks 
normal on both sides. Ankle clonus not obtained. 
Jaw-jerk definite. 

Sphincters .—No loss of control. 

Dr. Braxton Hicks had reported that the Wasser- 
mann reaction of the blood and cerebro spinal 
fluid were negative. The cerebro-spinal fluid 
showed 2*6 lymphocytes to the cubic millimetre. 
The urine contained a large quantity of urates and 
a marked reaction for indican. The specific gravity 
was 1036; there was no albumen or sugar. The 
centrifuged deposit showed a small number of 
leucocytes and one or two granular casts. Dr. 
Palmer said the case showed the two stages of the 
same disease, progressive muscular atrophy and 
bulbar paralysis at the same time. He thought 
the negative reaction to the Wassermann test in the 
blood and cerebro-spinal fluid put specific disease 
entirely out of court. It might therefore be due 
most probably to one of two causes: either a 
vascular lesion or some form of toxaemia. With 
the blue line round the gums and the history of 
lead colic, it seemed most likely to be due to 
chronic lead poisoning. 

Dr. Parkes Weber said that a point of interest 
about the case was the association of bulbar para¬ 
lysis and progressive muscular atrophy with lead 
poisoning. What was known as the “ rare type ” 
of lead palsy in the upper extremities, in which 
there was wasting of the thenar eminences, etc. 
(but not the characteristic “ wrist-drop ” of the 
“common type” of lead palsy), was perhaps a 
minor degree of the condition met with in Dr. 
Palmer’s case. 

Dr. Jewesbury remarked that Dr. Palmer 
pointed out that the knee-jerks were brisk, and, 
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indeed, they were very brisk ; that was rather un¬ 
expected in a case of pure progressive muscular 
atrophy. In certain early cases of peripheral 
neuritis he knew one found increased tendon 
reflexes, which became absent later, but he could 
not see the reason for it in this case. He asked 
Dr. Palmer what was the character of the plantar 
reflexes. Possibly there was some further lesion 
combined with what had been mentioned. 

Dr. Walter Carr said that the brisk knee- 
jerks probably indicated a slight affection of the 
pyramidal tracts also, a lesion so often present in 
cases of chronic bulbar paralysis and of progressive 
muscular atrophy; an early stage, in fact, of the 
condition to which the name “amyotrophic lateral 
sclerosis ” was given when the symptoms were fully 
developed. In such cases the evidence of disease 
: of the upper motor segment (pyramidal tracts) was 
| usually most marked in the lower limbs, and of 
j disease of the lower motor segment in the upper 
limbs. 

Dr. Palmer agreed with Dr. Parkes Weber that 
chronic lead poisoning was a well-defined cause of 
chronic poliomyelitis. In reply to Dr. Jewesbury 
the plantar reflexes were flexor on both sides. The 
plus knee-jerks were explained by the fact that 
it is now recognised that chronic nuclear bulbar 
paralysis is simply one of the stages of the same 
disease, formerly described under three heads, 
namely, progressive muscular atrophy, amyotrophic 
lateral sclerosis, and bulbar paralysis, of which 
the latter is usually the final stage. This man’s 
knee-jerks were plus at the present time, and he 
! expected that very soon there would be spasticity 
of gait. There was none now, as the Fellows had 
the opportunity of seeing for themselves. Sooner 
j or later it would probably develop. 

Chronic (Edema of Lower Extremity. 

Dr. F. Parkes Weber showed a case of chronic 
oedema of the right lower extremity of uncertain 
origin in an unmarried English woman, aet. 29 
years, who said she had always enjoyed good 
health. She was well built and active, and the 
only discoverable abnormality about her was the 
presence of chronic oedema of the right lower 
extremity. The oedema extended from the foot 
upwards to the inguinal fold in front and the 
gluteal fold behind. The parts above were not 
affected. There was no evidence of anything 
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abnormal in the thoracic or abdominal viscera, in 
the superficial lymphatic glands, or in the urine. 
Her thyroid gland appeared well developed. There 
was no family history of any similar localised 
cedema. She had never been out of England. 
The swelling first appeared about two years ago in 
the lower part of the limb, and after an interval of 
improvement it progressed so as to involve the 
whole limb. There had been no extension of the 
area involved in the oedema during the last twelve 
months. There had never been any erysipelas, but 
six months ago there was some redness of the 
affected limb. If she rested in bed the cedema 
gradually disappeared, but returned when she was 
up again. Bandaging the limb (or possibly the 
pressure of an elastic stocking) seemed to be the 
only practical method of opposing the cedema 
when she was up. Thyroid treatment had been 
tried with a negative result. In the case of a 
young woman, aet. 23 years, with chronic oedema 
of the left lower extremity, shown by Dr. Parkes 
Weber at the Royal Society of Medicine (Clinical 
Section), on December nth, 1908 (‘Proceedings/ 
vol. ii, p. 52), lymphangioplasty, after Handley's 
method, had been tried, but had failed. In that 
case, however, the oedema seemed to have been of 
congenital origin. In spite of the late develop¬ 
ment of the oedema in the present case and the 
absence of any similar condition in other members 
of the patient's family, Dr. Weber regarded the 
condition as most probably allied to “ Milroy's 
disease "and the familial cases published in France 
under the heading, “Trophcedema.” 

Dr. Elcum said that after his experience in 
India, if he had seen the case for the first time he 
would at once have thought of elephantiasis. He 
had been in Cochin, Malabar, S. India, for years, 
and found that elephantiasis almost always began 
with that amount of swelling and with such an 
indefinite history, and if care were taken to ascer¬ 
tain, it could be traced back usually to a mos¬ 
quito bite. This patient said she had never been 
abroad, nor even to Southampton, and had not 
been on the banks of rivers except the river Lea. 

Dr. Langmead asked whether the oedema was 
sometimes so intense that it could not be pitted 
with the finger. He had had under his care for 
three years a woman who had symmetrical cedema 
of both legs and both arms. Sometimes in that 
case he could obtain pitting but sometimes he 


could not. There was no renal or cardiac affec¬ 
tion and no anaemia, and the condition had been 
present since she was seven or eight years of age. 
There had been no accompanying constitutional 
disturbance. She was a maid-servant now, and 
did her work fairly easily. It caused her little 
trouble, but when she began to walk about much 
the swelling of her legs became so great that she 
had to rest her feet and keep them raised. After 
having done so she could get about again. There 
were in that case also a good deal of coldness of 
the hands and feet, much cyanosis, and consider¬ 
able sweating. A vaso-motor disturbance was 
therefore suggested. In the fact that it did not 
pit on pressure it agreed with cases to which the 
name trophcedema had been applied. There 
seemed to be a large number of cases of oedema 
which could not be attributed to such constitutional 
disturbance as was known to produce it. Some of 
these had been called trophcedema and others 
merely anomalous oedema. Acrocyanosis was 
allied to them. They might be unilateral or 
bilateral, and he would like to hear whether Dr. 
Parkes Weber would be inclined to put them 
together as having some fundamental aetiological 
basis, or whether he thought they were separate 
diseases. He hoped someone would give an idea 
as to treatment. He had put on a firm bandage in 
his case, which seemed to relieve the patient con¬ 
siderably. Thyroid extract had had no effect. 

Dr. Walter Carr asked whether there were any 
post-mortem findings recorded in such cases, in 
which there had been no reason to suspect 
elephantiasis. 

Dr. Parkes Weber, in reply, said he thought 
the case if left without bandaging would certainly 
become one of elephantiasis,/>. of the non-tropical, 
non-bilarial kind. There were many theories 
which had been advanced to account for these 
cases. The idea that it was due to a parasite 
had not been absolutely negatived, and it was 
possible that cases of this kind would turn out to 
be due to an infection, though not of the same 
nature as tropical elephantiasis. On the other 
hand most of the cases were (in regard to the 
extent of the area involved) non-progressive after 
they reached a certain degree (as had been seen in 
some patients with the condition who had lived to 
a good age), and in some instances the condition 
had been a familial one. That seemed to be 
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against the parasite theory. He hoped Dr. j 
Langmead would be able to exhibit the very 
interesting case to which he had referred. He 
believed the various groups of cases which Dr. 
Langmead mentioned were not all of the same 
kind pathologically. There were cases of acro¬ 
cyanosis which yielded to treatment to some 
extent; /. e . wholesome diet and general hygiene, 
and acro-cyanosis might disappear under favour¬ 
able circumstances. 

Multiple Mueous Polyps .(“ Polyposis”) of 
Large Intestine with Toxemic Symptoms; 
Appendicostomy. 

Dr. E. Michels and Dr. F. Parkes Weber 
showed a case of multiple polyps of the large 
intestine, with toxjemic symptoms, in a Jewish girl, 
aet. 17 years, who was the tenth of eleven living 
children (four others had died) of her father by his 
first wife. Four or five years ago she began to 
suffer from attacks of diarrhoea, and began to notice 
occasional protrusion of a lump from the anus. 
The attacks of diarrhoea used often to continue for 
weeks at a time. On admission to the German 
Hospital on April 24th, 1911, it was found that the 
mucous membrane of the rectum and sigmoid 
flexure was studded with soft sessile or pedunculated 
and grape-like tumours, some of them as large as a 
hazel-nut, but most of them considerably smaller. 
They extended from close to the anus to as high 
up as one could feel by digital examination or see 
with the sigmoidoscope. There was continual 
diarrhoea, and the patientls urine contained excess 
of indican. There was moderate clubbing of her 
fingers and toes. In the hospital treatment by 
drugs and rest in bed failed to stop the diarrhoea, 
and the patient looked cachectic and weak. The 
general condition was a very grave one. Sometimes 
there was moderate fever. A blood examination 
on April 26th gave: haemoglobin, 45 per cent.; 
red cells, 3,890,000 to the c.mm. blood; white 
cells, 10,500; stained blood-films showed nothing 
special. In May some of the polyps seemed to 
have become gangrenous, and a small one which 
came away during rectal examination was found to 
consist of glandular tubules (resembling Lieber- 
kiihn’s glands), and an interstitial fibro-cellular 
connective tissue. On June 1st Mr. Michels per¬ 
formed an appendicostomy operation, and the 
large intestine was regularly washed out through 


the appendicostomy opening, at one time with a 
weak protargol solution. That seemed to have 
lessened the diarrhceal tendency, and to have 
relieved the toxaemic condition, but the polyposis 
of the large intestine, as far as could be made out 
by digital examination of the rectum and the use 
of the sigmoidoscope, persisted almost as before. 
Yet the patient felt much better, was less anaemic, 
and had gained considerably in weight since the 
operation. The appendicostomy opening was still 
being kept open, and through it the colon was 
washed out once daily with a weak solution (0*2 
per cent.) of tannic acid. 

Mr. A. E. Barker said it was a case which could 
not fail to be of interest to all who were engaged in 
intestinal surgery, less so at this age than when 
they became older, because of the suspicion that 
one might be dealing with malignant disease, 
especially as there was blood and mucus. In many 
cases of polyposis there was much mucus streaked 
with blood, and if there was no obstruction in 
cases seen after middle life it was difficult to make 
a diagnosis. Some years ago he was treating a 
middle-aged lady, and the symptoms were very 
much like those in this case. She had been under 
the care of one well-known surgeon twenty-two 
years before, and he was about to perform colotomy 
for malignant disease, but the patient refused 
operation. Two years before he saw her another 
surgeon, equally well-known, was about to do colo¬ 
tomy because of supposed malignant disease. He 
(Mr. Barker) concluded, for several reasons, that 
it was not malignant, and he did nothing except 
order medicines and regulate the diet, and give 
high-reaching enemata. She was so far relieved 
that there was no need for operation. He remem¬ 
bered also another case, and he saw that patient 
only last summer. It was that of a gentleman, aet. 
72 years, who was sent to him by Sir Thomas 
Barlow. He had had colotomy done by the late Mr. 
Allingham twelve years before for supposed malig¬ 
nancy, and the case was sent to him (Mr. Barker) to 
see if the opening should be closed. Probably it 
was not malignant disease, and on looking into the 
bowel, which was slightly prolapsed, he could see 
small polypi, and concluded that the condition below 
was probably polyposis coli. But there had been 
justifiable doubt on account of the patient’s age. 
Mr. Barker did not close the wound, because of 
the patient’s age, and, besides, he was very little 
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inconvenienced by the colotomy. Moreover, the 
lower part of the bowel had probably shrunken so 
much that an attempt to unite the two ends after 
resecting a part below the openings would probably 
have been very risky. It was a case where a 
patient had the disease first at sixty years of age, 
and at seventy-three was apparently none the worse 
for it. The existence of such a condition should 
be better known than it was, because the appear¬ 
ances so closely resembled those of malignancy, 
from the amount of blood and mucus present. 
He did not doubt that Dr. Michels did the proper 
thing in this case. The wound was still open, and 
he thought the condition would get all right. It 
was well known that in young people polypi often 
came away. He hoped the patient would not fall 
into the hands of a surgeon who would cut out her 
whole colon. I 

Mr. Edred Corner said the small experience ( 
he had had of polypi in the colon had been that I 
nothing short of excision of the whole colon would 
cure such people. He asked whether, in doing 
the appendicostomy, the operator had any know¬ 
ledge of how far the polypi extended up the colon. 

If they extended right up the colon as far as the 
caecum, it would appear that nothing short of I 
excision of the whole colon was likely to do good 
unless by some such procedure as appendicostomy, 
which might induce the polypus to regress. A ' 
2 per cent, solution of resorcin often had a most | 
withering effect upon polypi in the bladder, so that I 
he suggested the irrigation of the colon with such a 
solution through the appendicostomy wound. In 
one case in which he had done a colotomy the 
polypi subsequently disappeared spontaneously. 

Dr. Parkes Weber, in reply, said the polypus 
extended up as far as one could see with the I 
sigmoidoscope, but at the time of the operation 
the bowel looked normal from the outside. It was 
just possible that the question of excision of the 
whole colon might arise later on in this case. He 
asked Mr. Barker to say when the symptoms began 
in his cases. Usually, he believed, patients with 
multiple polyposis of the colon had very few symp¬ 
toms until the colitis started. Also was the presence 
of multiple polyposis established in both the cases 
to which Mr. Barker referred ? 

Mr. Barker said he could not answer Dr. Parkes 
Weber’s questions satisfactorily, because the case 
he specially referred to was under another surgeon 


more than twenty years before he saw her, and in 
the second case the patient had been eleven years 
under another surgeon. But in the last case he 
saw the polypi through the colotomy opening. 
When the parts in the present case had been irri¬ 
gated properly he hoped the redundancy of mucous 
membrane would disappear. Polypi elsewhere 
sometimes disappeared when the catarrhal condi¬ 
tion was relieved. 

Dr. Parkes Weber added that in regard to the 
use of protargol after the appendicostomy it had 
been suggested that argyrosis was commencing in 
the sclerotics, but he was convinced it was that the 
patient had the peculiarity of’ so-called “ blue 
sclerotics,” due to choroidal pigment showing 
through the sclerotic. That peculiarity sometimes 
ran in families, and at least one sister of the patient 
presented a minor condition of “ blue sclerotics.” 

Dysphagia. 

Mr. W. G. Howarth and Mr. E. M. Corner 
showed a case of dysphagia in a child, set. 4 years, 
who, in June, 1908, was playing in the street when 
a neighbour noticed her trying to vomit as if she 
had swallowed something. She was taken to Guy’s 
Hospital and treated as an out-patient, a week later 
being admitted for “ stomatitis ” accompanied by 
some ulceration. She was thought to have swal¬ 
lowed some corrosive substance. She was admitted 
to St. Thomas’s Hospital two months later, in 
August, 1908, with a history of dysphagia since 
June. Under full anaesthesia and with an ceso- 
phagoscope, bougies could not be passed further 
down the oesophagus than a point eight inches 
from the teeth. With the X-rays it was seen that 
bismuth stopped at the level of the third rib and 
began to trickle in drops down the oesophagus. 
Gastrostomy (Kader-Senn) was performed by Mr. 
Corner in August, 1908. The child went to the 
infirmary in November, 1908. After a while the 
“ stricture ” relaxed and a bougie passed. The stric¬ 
ture was dilated and the gastrostomy wound allowed 
to close. The child can now eat ordinary food. 
Examination of the oesophagus at the present time 
at a point just below the cricoid, 19 cm. from the 
teeth, showed on the wall of the oesophagus several 
small whitish patches. Those did not appear to 
form a ring and caused no projection into the 
lumen of the oesophagus. There was no narrowing 
of the lumen and the mucous membrane in the 
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rest of the oesophagus appeared perfectly normal. 
It would therefore appear that the impassable 
“ stricture ” of September, 1908, had disappeared 
(1912). Mr. Corner suggested that the cure of the 
patient was due to the splitting of the stricture by 
rapid dilatation in a growing subject, the growing 
epithelium grafting the “ splits ” which they showed 
now as discontinuous small white patches. 

Dr. Corner said the child first attended St. 
Thomas’s Hospital two months after the incident 
in which the child was supposed to have swallowed 
something. On careful examination with the 
cesophagoscope then (1908) there was no trace of 
a foreign body, and the X-ray examination showed 
none. Also with the cesophagoscope there was 
no sign which those who examined could find of 
any trace which would be left by a foreign body. 
In addition to the possible splitting of a cicatricial 
stricture by rapid dilatation and the subsequent 
self-grafting of the bare patches from the surround¬ 
ing epithelium, there was another possible explana¬ 
tion of the presence of those white dots—namely, 
that six weeks after the gastrostomy, when the child 
left the hospital, the stricture in the oesophagus 
opened a little, and in the infirmary where the child 
was they were able to pass a bougie down the oeso¬ 
phagus. They then enlarged and brought the end 
of the bougie out of the gastrostomy opening and 
tied stout silk on the end of it, withdrawing it 
through the oesophagus and the mouth, thereby 
drawing up the silk. Then they sawed the stricture 
in the oesophagus after the method described by 
Abbe. It was probable-that in doing that the silk 
injured the inner surface of the oesophagus, and 
might have denuded it, causing patches of cicatri¬ 
sation, in that way being responsible for some of 
those white dots. 

Piexiform Neuroma. 

Mr. A. E. Barker showed a case of piexiform 
neuroma. He said possibly that diagnosis might 
be taken exception to, but clinically the case 
answered the classical descriptions of that rare 
disease. The case was that of a young boy with 
swelling on the side of the face over the area of 
the facial nerve. And there was a soft hyper¬ 
trophic condition of the areolar tissue, causing the 
tissue to hang in heavy folds. One detected here 
and there hard nodules, and it had been progress¬ 
ing since infancy. The boy was sent to him a 


month ago, and the reason was that his lid had 
become so hypertrophied that it hung down over 
the right eye and prevented his seeing. Also it 
was beginning to suppurate under the lid, and 
there was a risk of his getting opacities. The 
diagnosis could only be confirmed by examination 
of the tissue. The object of taking away the tissue 
was to shorten the upper lid and give him the 
chance of seeing. He made elliptical incisions, 
dissecting away a large piece of the upper lid, 
carrying the dissection deep into the orbit and 
down the conjunctiva close to the bulb, which had 
been pushed forwards by the mass. Afterwards he 
brought the skin together. The surgical registrar, 
a man skilled in microscopical work, in the first 
sections he made said there were what appeared to 
be transverse sections of small nerve-fibres in the 
midst of masses of fibrous tissue. In the sections 
which he had made since, and stained in various 
ways, he was not able to detect medullated fibres. 
Probably it might turn out to be as typical as other 
cases of the kind which had been described. He 
believed that clinically it answered absolutely to 
the descriptions which one read in various modern 
and not quite modern books. It merged off into 
other varieties of nerve tumours. It was suggested 
it might be hygroma undergoing fibrous degenera¬ 
tion. He had dealt with many hygromata, but 
never felt in them so many granules of fibrous 
tissue, although he had watched some of them for 
years. From the photographs it was evident that 
tumours had developed from the fourth to the 
fourteenth year. 

Dr. Parkes Weber said he had had the oppor¬ 
tunity of examining various cases of so-called 
“ piexiform neuroma,” and he believed it was in¬ 
conceivable that this case could be anything else. 
Clinically the presence of hard cords could be 
made out in the tumour, of which the situation 
was one of the most characteristic situations for 
piexiform neuroma to occur in. Microscopical 
sections from the tumour in the present case 
showed loose connective tissue with fibrous cords 
cut across, and that clinched the .diagnosis, he 
thought, even if no nerve-fibres could be distin¬ 
guished in the sections shown. 

February igth , 1912. 
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HYPERSENSITIYENESS. 

Behring was the first to describe the phenomena 
of hypersensitiveness and to ascribe it to toxins. 
Richet next showed that in one specific instance— 
that of the poison of Medusa—a hypersensitiveness 
took place instead of the insensitiveness one would 
expect. This case report, however, does not 
justify us in regarding Richet as the inaugurator of 
the great theory of hypersensitiveness, any more 
than would the fact that he gave to hypersensitive¬ 
ness the term “ anaphylaxis,” which term conveys 
no idea of the nature of the subject, and therefore 
has not been used in this chapter. Pirquet, in his 
articles on serum disease, re-vaccination, and cu¬ 
taneous reaction, was the first to give a concise 
clinical description and theory of hypersensitive¬ 
ness which would bear discussion. Wolff-Eisner 
at the same time published his fundamental law of 
immunity, viz. that the injection of all hetero¬ 
geneous albumens produces, not insensitiveness, 
but hypersensitiveness. He showed by experiment 
how to recognise the fatal syndrome of hypersensi¬ 
tiveness, and gave in his works on hay-fever, 
urticaria, tuberculous infection, and tuberculin re¬ 
action, the first data of spontaneous diseases of 
hypersensitiveness. The same version of the de¬ 
velopment of the subject is given by Kraus and 
Dorr, Romer and Much. The last-named authors 
object to the term “ anaphylaxis,” which is really 
the only claim Richet has to offer as the discoverer 
of hypersensitiveness. The honour belongs either 
to Behring or to those authors who first reported 
cases. Richet worked with a primarily toxic albu¬ 
men, a partial toxin, whereas the nature of hyper¬ 
sensitiveness is such that a repetition of the 
injection causes a severe toxic action. Further¬ 
more, his experiments were made with a substance 
void of any practical significance. However, this 
work is more than a mere case report, since he 
determined the invariability of the occurrence of 
hypersensitiveness. But the discovery of hyper¬ 
sensitiveness as a law governing all biology dates 
from that moment when it was determined that 
the injection of any heterogeneous albumen (organ 
serum or bacterial albumen) produced, not an 
immunity in the usual sense of the term, but a 
uniform hypersensitiveness. 

The above is taken from an interesting work on 
‘ Clinical Immunity and Sero-Diagnosis ’ by Dr. 
Wolff-Eisner, translated by Dr. R. W. Matson, and 
published by Messrs. Baillikre, Tindall & Cox. 


We have received from Messrs. Longmans, Green 
& Co. a copy of the first volume of a ‘Manual 
of Surgical Treatment/ by Sir W. Watson Cheyne, 
Bart., C.B., F.R.C.S., and F. F. Burghard, M.S. 
This new edition is to be published in five volumes, 
and the work has been entirely revised and largely 
re-written with the assistance of T. P. Legg, M.S., 
and Arthur Edmunds, M.S. The following extract 
from the chapter on “ Affections of Cicatrices ” 
will serve to prove the utility of this book. 

Cicatrices are sometimes intensely tender, so 
that the slightest touch causes exquisite neuralgic 
pain w r hich radiates from the scar. These painful 
scars occur most commonly when the edges of a 
wound have not been brought together accurately, 
but they may be met with even after healing by 
first intention ; they indicate the implication of 
nerves in the contracting scar-tissue. The only 
satisfactory treatment is to dissect out the scar, 
cutting well into the healthy tissues at the sides, so 
as to remove not only the entangled nerve ends 
| which may have already become bulbous, but also 
the adjacent and probably inflamed portions. 
When there is a broad scar and the edges of the 
wound cannot be brought together after excision, 
skin-grafting or some suitable plastic operation is 
indicated. 

A scar may be adherent to the tissues beneath, 
and may thus become a source of great trouble to 
the patient ; besides which, these scars are often 
weak and ulcerate readily. For example, the scar 
| resulting from a sore over the tibia may become 
fixed to the bone, and is then liable to undergo 
ulceration after injuries which would not affect it 
were it freely movable. The same is also the case 
with scars over the ends of bones after amputation ; 
should they become adherent to the bone, the dis¬ 
comfort and pain they cause is extreme, and it is 
therefore one of the essentials of a good stump 
that the scar should not be adherent to the end of 
the bone. In cases of adherent cicatrix after 
amputation, the obvious remedy is to open up the 
flaps, release the adhesions, and remove a slice of 
the bone, if necessary. When an ordinary scar is 
adherent to such structures as bones, tendons, or 
muscles, an attempt may be made to divide it with 
a tenotomy knife introduced through the skin at 
the margin of the scar. Generally, however, it is 
best to dissect out the scar altogether, and then to 
turn in a flap from the side so as to cover the raw 
surface thus made ; the surface from which the 
flap is taken may be skin-grafted if its edges cannot 
be brought together. This is preferable to grafting 
directly over bone, to which the grafts might in 
their turn become adherent. 
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By HERBERT FRENCH, M.A., M.D.Oxon., 
F.R.C.P.Lond,, 

Assistant Physician to Guy’s Hospital, etc. 


I should like to introduce my subject by saying 
that although I am unable to give detailed refe¬ 
rences to the literature in a lecture of this kind, 
printed papers and even books upon the subject of 
thyroid diseases, thyroid deficiencies and thyroid 
treatment are abundant. I do not wish anyone to 
think that originality is claimed for anything that I 
am about to say to-day, but at the same time I 
should like to add that my remarks are based for 
the most part not upon the experience of others, 
but upon my own, and this being so, and my 
experience being necessarily limited, I shall be 
obliged to confine myself to certain small but 
definite sub-divisions of the subject. 

Thanks to the able researches of many workers 
both here and on the continent, in which connection 
one would mention in particular perhaps Dr. Ord, 
Sir William Gull, and the special Committee 
appointed by the Royal Medical and Chirurgical 
Society of London, we are all familiar to-day with 
the symptoms and treatment of myxoedema and of 
cretinism, both of which are due to an almost 
complete defect in the activities of the thyroid 
gland. Little though these two diseases may 
resemble one another at first sight, they differ from 
each other mainly in the age at which they begin. 
Myxoedema develops in a patient who, up to some 
period in his or her life—generally up till adult 
life—has had a sufficiency of thyroid secretion but 
has then from one cause or another developed 
so marked a defect in that gland that its secretion 
has to be supplied by thyroid medication if normal 
health is to be maintained. A cretin, on the other 
hand, has either been born without a proper thyroid 

* A lecture delivered at the Medical Graduates' College 
and Polyclinic, Chenies Street, London. 
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gland, or has developed extreme thyroid deficiency j 
in infancy or very early childhood. It is almost, 
though not quite, true to say that cretinism is con¬ 
genital myxoedema. These two affections are, 
however, so well known to you that I do not j 
propose to say anything further about them to-day ; 

I would rather lay stress upon the view now held 
by many that short of normal activity of the gland 
upon the one hand, or of almost complete inactivity 
of it upon the other, there are not a few conditions 
in which the thyroid secretion in the individual is 
not quite sufficient to maintain, perfect health, and 
yet is not so deficient as to produce either cretinism 
or myxoedema. To distinguish these cases it 
becomes necessary to apply to them some term of 
reference—to name them in some way—and for 
convenience one may label them as sufferers from 
hypothyroidism . 

Theoretical Objection to the Term 
“ Hypothyroidism.” 

I am quite aware that physiological experiments | 
carried out upon such ductless and other glands as 
have a known internal secretion have hitherto been 
regarded as showing that when such a gland is 
removed piece-meal, up to a certain point no 
symptoms of deficiency of its internal secretion are 
obtainable, but then almost suddenly, beyond a 
certain point, the full symptoms of this deficiency 
develop all at once. It has been demonstrated 
again and again that even small portions of such a 
gland left behind in the body are capable of 
supplying all, or nearly all, the internal secretion 
that the body needs : for physiological experiments 
upon the effects of extirpation of one of these glands 
to be perfect, eradication, even to the last fragment, 
has generally to be very complete. If one were | 
to lay as much stress upon the results of these 
physiological experiments as some observers would 
have us do, then there would be no room for 
clinical conditions that could be termed Ct hypothy¬ 
roidism” ; for to judge from animal experiments 
there would either be no symptoms of deficiency of 
the thyroid gland secretion at all, or else the 
symptoms would be developed in their full degree, 
that is to say, either myxoedema in adults, or 
cretinism in infants and children. I think, however, 
that it must be very difficult indeed to gauge in 
animals those slighter symptoms, especially sub¬ 


jective ones, which may be due to minor degrees or 
errors of metabolism, so that hypothyroidism may 
perhaps exist in experimental animals as I certainly 
believe it to in man. I have no doubt myself that, 
short of full thyroid deficiency in human beings, 
there is an intermediate degree of deficiency which 
merits the term “ hypothyroidism,” and the proof of 
| this is the beneficial effect of giving thyroid extract 
to the patients in question. 

So seriously does the metabolism of the body 
generally and of the nervous system in particular 
suffer when there , is complete defect of thyroid 
| secretion that it would be very surprising if the 
symptoms of hypothyroidism, that is to say of the 
effects of partial deficiency of the thyroid secretion, 
were not protean. It is probable that we have not 
yet discovered by any means all the conditions in 
which thyroid medication may do good. At the 
same time when one begins to follow up this view 
there is the very grave danger of letting it run riot 
in much the same way that vaccine treatment and 
other therapeutic measures have run riot. It is 
not always easy to remain sane and level-headed 
in medicine especially in regard to new treatment. 
There is a very great danger of being carried away 
by enthusiasm to a greater length than the facts 
should allow. Nevertheless lam convinced of the 
great value of thyroid extract in many conditions 
besides typical cretinism and typical myxoedema, 
and whatever the other symptoms and conditions 
to which the term “ hypothyroidism ”may some day 
be applied and for which thyroid medicat ion may do 
good, the 

Types of Cases 

in which I myself have found it beneficial are the 
following : 

(1) In certain infants who, without being obvious 
cretins, present ^ymptoms of apparent amentia or 
idiocy. 

(2) In backward children between the ages of 
two and five, presenting various symptoms, of 
which the two most familiar are perhaps slowness 
in learning to talk and delay in learning to walk. 

(3) In growing boys and girls who suffer either 
from general mental backwardness or, what is very 
troublesome indeed in some cases, from persistent 
nocturnal enuresis. 

(4) Certain stout sterile women of the child¬ 
bearing age. 
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(5) Certain women at or about the menopause 
who rapidly become too stout. 

(6) Sufferers from certain nerve affections, of 
which one would mention in particular (a) some 
cases described as “neurasthenia ” : and ( 1 ) some 
sufferers from that excruciating torture, tic dou¬ 
loureux. 

Let me say a few words about each of these in ! 
turn, and first of all we will discuss :— 

| 

( 1 ) The Infantile Idiot Type . j 

It is comparatively easy to diagnose a full-blown j 
cretin, but quite the reverse is the case when that ! 
cretin is still an infant. Before being recognised j 
for what it really is, many a case is allowed to drift 
along until, as the years go on, it develops slowly 
up to a certain point, a physically stunted and 
mentally defective or vicious child, when by good I 
fortune it occurs to someone as a sudden inspira¬ 
tion to try thyroid extract; and then, after the years 
that have been lost, the proper medication allows 
some of the damage that has been done to be 
retrieved. Both physical and mental development 
take place up to a certain point which, though short 
of the normal, is yet a very great deal better than 
was at first expected or than it would have been had 
thyroid extract not been employed at all. I feel 
very strongly upon this point, for if one is to wait 
until the symptoms of undoubted cretinism have | 
developed before one begins thyroid medication, 
then one is often going to lose valuable time, and 
in some cases one will have allowed permanent 
mental and physical defects to have developed 
when these could have been prevented. There 
comes a time when a cretin cannot be made 
not a cretin even when thyroid extract is supplied. 
On the other hand, a potential cretin may grow up 
without presenting any sign of cretinism at all if 
thyroid treatment is begun in early infancy and 
continued regularly. One might almost say that 
a cretin may be entirely prevented from being a 
cretin if the treatment is adopted in time. For 
this reason one should be very chary indeed of J 
merely labelling infants mentally backward, and j 
still less idiotic. I do not intend by any means to 1 
imply that the giving of thyroid extract to all 
idiots when infants would prevent idiocy, but I do 
think that a certain proportion, even though it may 
be only quite a small proportion, of infants who 
present symptoms of idiocy and yet not definite 


symptoms of cretinism, might be prevented from 
becoming permanent idiots if thyroid medication 
were begun in the early months of their lives. I 
an infant is irretrievably an idiot, then it cannot be 
particularly detrimental to give it small doses of 
thyroid extract in the hope that the treatment will 
show that the defective symptoms were due to 
hypothyroidism. On the other hand, if a very 
defective infant is diagnosed as an idiot with the 
corollary that therefore no medicinal treatment is 
ever likely to do it good, then here and there a 
case will be allowed to drift into permanent idiocy 
when the timely adoption of thyroid medication 
might have saved it. I have certainly seen two 
such cases in which, when there seemed not the 
least hope, the giving of thyroid extract in doses 
of half a grain twice a day led to a marvellous 
improvement, and that which had at first looked 
like a typical Mongolian with a small head and 
lolling tongue changes into a very fairly intelligent 
child. I would urge that before any infant is given 
up as a hopeless idiot, thyroid extract treatment 
should be tried as a routine measure even though 
the case presents none of the classical signs of 
cretinism to start with. 

( 2 ) Children Backward in Walking or Talking . 

There are several types of children who are 
backward in their walking or in their talking, or 
both. Some are thin, some fat; most are lethargic. 
As time goes on the great majority develop normal 
powers of walking and of talking, and by the time 
puberty is reached they have often caught up their 
brothers or sisters or their friends who were much 
quicker in the early years of life. Even if no par¬ 
ticular medical treatment is adopted the walking 
and talking come in time, so that it may urged that 
there is no need to do anything for these children 
at all. Nevertheless there is sometimes a delay in 
their development which, to their mothers at any 
rate, may even be alarming. Paralysis of some 
kind is feared. Not a few of these cases are spoken 
of as rickety, and rickets has often been referred 
to in the text-books as a cause of delay in walking, 
particularly perhaps in the case of fat flabby 
children of apathetic mien and rather irritable 
temper. The bones in these cases may be a little 
softer than the normal, but there is little enlarge¬ 
ment of the epiphyses or excess of curvature of the 
long bones; there may have been no error in the 
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dietary or in the personal hygiene of the child; 
and I am very doubtful whether some of these 
cases that are labelled as rickets are suffering from 
that malady at all. I think that it is difficult to 
say that all these children are of one kind and 
some may be rickety ; but there are others in whom 
the irritability, the mental slowness, the flabby 
bulk of the subcutaneous tissue, all suggest a minor 
degree of that which when more fully developed 
would be myxoedema, due in these cases not to 
an irremediable or final disease of the thyroid 
gland but to a deficiency in its secretion, or 
perhaps rather to a delay in its full development 
Fortunately as time goes on the symptoms slowly 
disappear in a way that suggests that the thyroid 
gland ultimately acquires its full functions, but 
there is clinical evidence to show that during the 
earlier years of life there is defective thyroid 
activity in some at least of these children, and that 
the delay in walking is not due to rickets but to 
hypothyroidism. We do not know what produces 
the hypothyroidism ; perhaps the dietary may be 
responsible in some way ; but the changes are not 
those produced by the hygienic and dietetic defects 
which lead to ordinary rickets. Small doses of 
thyroid extract are generally borne very well by 
these little patients, and whether or not it is really 
indicated is soon demonstrated by the rapid im¬ 
provement that occurs in these cases that need the 
extra supply of thyroid secretion. 

What has been said in regard to delayed walking 
applies, but perhaps to rather a less degree, in some 
cases of delayed talking also. 

(3) Backward Boys or Girls ; Nocturnal Enuresis . 

It also applies with almost equal force to some 
older boys and girls suffering from backwardness, 
especially that type of backwardness which consists 
in delay in the development of full control over 
the bladder-sphincter at night—nocturnal enuresis. 
Similar lack of control over the rectal sphincter is 
by no means unknown, but since defaecation is a 
less frequent act than micturition, and since the 
need for going to stool occurs more often in the 
day-time than at night, rectal incontinence due to 
this cause is less often complained of than is 
the corresponding bladder trouble. It very rarely 
happens that the habit of nocturnal enuresis is not 
grown out of in time, even when no particular 
medical treatment is adopted. Sometimes a strong 


need for making a special mental effort is sufficient 
to cure it almost suddenly, as when a child or 
even a comparatively big boy or girl suffering 
from the complaint is sent to stay at a strange 
place such as an hospital, or at the house of a 
severe maiden aunt. By no means every case can 
be cured thus, however. Time and patience are 
both required as a rule. It is rather a question of 
delay in development than of absolute defect; 
nevertheless any means that can be employed to 
accelerate matters in this respect is welcomed 
whole-heartedly both by the patients themselves 
and by their parents or those with whom they live. 
Everyone is familiar with the boy or girl who. 
being already fourteen or fifteen years of age, or 
older, wets the bed almost to a certainty unless 
raised at night, and yet owing perhaps to being at 
a boarding school or the like, feels the ignominy of 
it very keenly and would give much to be cured. 
The age at which the control over the sphincters 
is fully developed varies enormously in different 
individuals; in some it is already complete at three, 
in many it is not complete till eight or nine; it is 
difficult to say when the persistence of nocturnal 
enuresis becomes pathological, but in practice one 
may call it certainly so after the age of ten. There 
are some in whom it persists up to twenty or over* 
notwithstanding the use of all kinds of remedies 
for its relief. I do not want to suggest that every 
case of nocturnal enuresis should be treated with 
thyroid extract; change of surroundings without 
any particular remedies at all may cure many : 
local irritation by phimosis, worms, oxaluria, etc., 
may require attending to, and so forth. But there 
remain certain persistent cases in which one would 
gladly give almost anything if one could hit upon 
the remedy which would cure the boy or girl, and 
in some of these thyroid extract proves most 
beneficial. I expect you will be familiar with the 
writings of Dr. Leonard 4 Williams upon this subject, 
and I can quite confirm many of his views. I do 
not mean that thyroid extract will cure all cases, 
and, as I have already said, one would not urge 
its use without paying attention to all the other 
factors in the case, but sometimes it will give 
material relief, or may even cure the condition in 
a few weeks when other measures have entirely 
failed. It would seem, therefore, that this back¬ 
wardness as regards the sphincter control depends 
in some way upon immaturity of the nervous 
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system, which, as it is controlled by thyroid medi¬ 
cation, merits inclusion under the heading 
“ hypothyroidism.” 

Let us now pass on to discuss the fourth group 
that we proposed to speak about, namely, that of— 

( 4 ) Sterile Women of the Child-bearing Age . 

That there is a very close relationship between 
the genital organs and the development of fat in the 
subcutaneous tissues is familiar. The use made of 
this in the breeding of animals dates back for 
centuries. The big bulk of eunuchs is another 
instance of the same thing. Deficiency of ovarian 
activity is sometimes associated with increasing 
stoutness, and women suffering from stoutness due 
to this cause may be sterile, although they may 
wish very much to have a family. There is a 
similar relationship between the thyroid gland and 
the development of excess of subcutaneous tissue, 
as shown not only by the increased bulk in typical 
myxoedema, but also by the way in which that bulk 
can be reduced by the use of thyroid extract. 
Further than this there is strong evidence to show 
that one organ having an internal secretion may be 
very much influenced by another organ also having 
an internal secretion. The co-relation between 
the thyroid gland and the pituitary body is an 
instance of this. Similarly therfe is an inter¬ 
relationship between the ovary and the thyroid 
gland, and although the stout sterile women of 
whom I am speaking just now are not actually 
myxoedematous and may be active and bright 
people mentally, nevertheless it will sometimes be 
found that the administration of thyroid extract 
by the mouth in moderate doses will serve not 
only to reduce the patient's bulk and weight, to her 
delight, but also (I am told, though of this I am 
not certain from personal experience) may enable 
her to become pregnant in a way which suggests 
that the giving of the thyroid extract has served to 
re activate the genital organs. At any rate, from an 
empirical point of view it will be found serviceable 
in some of these cases to try thyroid medication 
and be guided by the effects produced as to whether 
it should be continued with or not. This group is 
closely related to the fifth group, namely : 

(5) Women who at or about the Menopause begin to 
get Stout Rapidly . 

This “ fatness ” may seem to be out of all pro¬ 


portion to anything that the patient eats. There 
are fat women who owe their fatness to the abun¬ 
dance of their nutriment, either solid or liquid. 
These are not the kind of women I was referring 
to when I spoke just now about the stout sterile 
women with deficient ovarian activity. Fat women 
who are fat because they lead sedentary lives and 
eat or drink too much are •often by no means 
sterile. Some at least of the sterile type, however, 
and many of those who become stout at about the 
time of the menopause, do so without necessarily 
eating an amount of food that is in any way out of 
the ordinary. Some indeed get stout when eating 
hardly anything at all, and it seems clear that the 
changes in the subcutaneous tissue in these cases 
are due not to a mechanical storing up of surplus 
ingested food-stuffs, but to an error of metabolism. 
What we have just remarked about the relationship 
between the internal secretion of the ovary and 
that of the thyroid gland perhaps indicates why 
this running to stoutness should be related to the 
menopause, for at this time one may presume that 
the ovarian activity diminishes rapidly, and there¬ 
fore it would not be surprising if in some cases 
at any rate the co-related thyroid secretion be¬ 
came deficient too. Be this as it may, it will be 
found that though these patients may not be slow 
mentally, may not have typical spud-like hands or 
broad, coarse features such as those which are 
typical of myxoedema, yet they are related to 
myxoedema closely enough to deserve treatment 
by thyroid extract; and in practice it is found that 
a considerable number of such cases are very greatly 
benefited by the administration of appropriate— 
usually quite small—doses. It is almost certain 
that undue stoutness is by no means always of the 
same kind, and it is erroneous to treat all cases in 
the same way. There have been accidents in con¬ 
nection with the treatment of adiposity with thyroid 
extract, some patients developing quite serious 
symptoms which could be attributed to nothing 
but the treatment. This, however, is no reason 
for not adopting thyroid medication in cases that 
require it, and whereas to reduce ordinary fat 
which results from over-feeding and over-drinking 
by means of thyroid extract may do much harm, 
especially if the patient has a fatty heart, precisely 
similar treatment of a comparatively abstemious 
woman who, having reached the menopause, gets 
unduly stout because she is suffering from hypo- 
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thyroidism, not only produces no untoward sym¬ 
ptoms, but often affords much real benefit and ! 
brings about a great improvement in health. 

These cases are closely related to others in 
which, with or without increasing weight, there 
are marked symptoms of a nervous type. For the % 
sake of convenience I have grouped these by them¬ 
selves under our sixth heading, namely: 

t 

(6) Sufferers from Nerve Symptoms which may be 
Protean , but which may in certain instances 
suggest Neurasthenia or Acroparesthesia . 

At about the time of the menopause one is quite 
familiar with the many and various weird nerve 
symptoms of which the patients complain— 
flushings, tinglings, numbnesses, heats, sensations 
of cold, pins and needles, formication, and so ! 
forth. When one comes to examine the patient ! 
one can find nothing organically wrong. The j 
symptoms disappear entirely after a few months or 
a year or two in the majority of cases but in some 
they persist, and probably because they are sub¬ 
jective and therefore difficult for others to appreciate 1 
they are often disregarded altogether or else treated 
as unimportant, and termed either neurasthenic, 
hysterical, or neurotic. It is almost certain that [ 
these subjective sensations are due to peculiar 
metabolic processes in the peripheral and central 
nervous system, analogous to other peculiar 
changes that take place at puberty, and up to a 
certain point they are physiological and need no 
treatment. Beyond this point, however, the sensa¬ 
tions are pathological, as shown by their persistence 
and severity; and there are not a few patients in 
whom, to judge from the rejief given to the sym¬ 
ptoms by the administration of appropriate doses 
of thyroid extract, this error of metabolism is due 
to defective activity of the thyroid gland, that is to 
say, to hypothyroidism. At any rate it is well 
worth while trying the effects of this remedy if, 
after the use of the more usual drugs, the sub- J 
jective sensations that worry the patient's life do 
not improve. That particular group of subjective 
sensations to which the term “ acroparesthesia ” has 
been applied seems sometimes to be most markedly 
benefited by this treatment; numbness and t 
tingling in the fingers and toes together with 
obscure pain in the limbs not definitely related 
to the distribution of the peripheral nerves, nor 
located in any particular muscles or joints, elusive 


though severe, troublesome and tormenting to the 
patient yet not dangerous to life, a complaint that 
might be included by any unappreciative observer 
as a minor malady, but from the patient’s point of 
view distinctly major. 

Whether or not similar subjective sensations in 
males or in women other than those who are at or 
about the menopause are likely to be benefited in 
the same way I cannot as yet say, though I think 
that in most of the latter patients the neurasthenic 
symptoms are not due primarily, as at the meno¬ 
pause, to deficiency of the ovarian and thyroid 
secretions, but to long-continued over-strain of the 
nervous system, either from worry or lack of con¬ 
geniality of surroundings, or of sufficient variation 
of routine from day to day, or from the constant 
overdrawing of the nervous .banking account 
leading to nervous bankruptcy. When there are 
definite external causes such as these to account 
for the symptoms it would be the reverse of what 
one would expect if any immediate good were to 
be derived from thyroid medication unless rest and 
general measures for the restoration of the nervous 
bank balance were enjoined at the same time. 
Indeed, I have not as yet had much personal 
experience of any condition in the adult male that 
I would call hypothyroidism, and although there 
are some male lesions for which I believe thyroid 
extract does good, amongst which I will just men¬ 
tion some cases of arterio sclerosis, upon the whole 
the symptoms of hypothyroidism that have attracted 
my attention most particularly have been in 
children and in women. 

Tic Douloureux. 

It is, however, by no means only when the 
sensations are of the acroparaesthetic type, or when 
they consist of elusive or indefinite pains and 
feelings, such as formication, pins and needles, 
numbness, etc., that thyroid extract may do good 
for them in the women after the menopause that 
we have been speaking of, and I hope it will be 
found that my experience in certain cases of that 
most frightful malady, tic douloureux, will be con¬ 
firmed by others. Here, again, I think it can 
hardly be said that all the patients are suffering from 
the same malady, or at any rate that the malady, 
even if it is the same, has the same causation in 
all cases, and this being so it is more than likely 
that some cases of tic douloureux will not respond 
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well to thyroid treatment at all. So few things, 
however, are known to benefit these cases radically, 
that even if only a patient here and there can be 
relieved of the excruciating paroxysms of lancinating 
pain to which the disease subjects them, some¬ 
thing very good will have been achieved, and that 
this may be so in at least a few cases seems 
probable. 

I will not burden you with details, but I should 
like to say that in two cases of extreme tic 
douloureux that I have come across the attacks 
have entirely ceased when, other treatment having 
failed, thyroid medication was begun. In one of 
these the patient was a married lady in well-to-do 
circumstances, aet. 55 years. Though no great 
eater she had become exceedingly stout. Physically 
she became fatigued from comparatively slight 
exertion : mentally she was keen and active. Almost 
without warning she began to have twinges of pain 
in the left infra-orbital nerve, and these twinges 
rapidly developed into typical and very severe tic 
douloureux involving every branch of the second 
division of the left fifth nerve. The attacks were 
to some extent periodic, and for six weeks or two 
months she might be quite free, though always on 
tenter-hooks lest the pains should return. Then 
a few warning twinges would develop and within a 
day or two she would "be in the grip of an attack 
lasting for three weeks or more, during the whole 
of which’time she was confined to a darkened room, 
seeing nobody except a helpful servant; all extra¬ 
neous sounds being reduced to a minimum by 
various devices, food being partaken of with only 
the very greatest difficulty, some days not 
at all, the only relief being obtained by the aforesaid 
servant happening to have the knack of holding 
the patient’s head and left cheek firmly gripped 
between her hands in such a way as to exert just 
that amount of pressure over the painful area whicjj 
the patient found to be the best for mitigating the 
pangs and darts of pain to which she was subject 
at irregular but all too short intervals night and 
day. Sleep was interfered with, general nutrition 
suffered, and, what is not surprising, the mind 
became obsessed by a terror of what was to happen 
the next minute, so that even in the intervals 
between the attacks when there was relative ease 
for a few weeks, the patient was unable to enjoy 
life properly because she never knew when any 
particular movement she might make might not 


i bring on an attack. The teeth were all false, no 
stump remaining in the mouth ; no ocular cause 
could be discovered for the paroxysms. There 
was no disease of the antrum of Highmore, or of 
any of the accessory nasal sinuses. All the ordinary 
remedies were tried in vain and the patient was at 
i her wit’s end to know what was to be done next. 

Owing to the several branches of the second 
I division of the fifth nerve all being involved it did 
not seem likely that Wilfred Harris’s alcohol 
injections would be effectual ; or at any rate 
to be effectual the injections would have had 
to have been made at several foramina or into 
I the Gasserian ganglion, for the case wa$ not like 
one in which the pains were restricted to a main 
branch such as the infraorbital. Nevertheless 
the question of surgical assistance of one kind 
or another was several times discussed, and it 
would not have been long before it would have 
been resorted to but for the idea of trying thyroid 
extract in small doses presenting itself. The 
patient had by this time been a martyr to an 
extreme degree of tic douloureux for over four years, 
and the attacks were getting more frequent and 
more severe. The thyroid extract was given in the 
from of the dried powder in i-gr. doses three 
times a day, this being gradually increased to i£ 
gr., then to 2 gr., and even to 3 gr. three 
times a day. The patient did not herself know 
1 what remedy she was having. She was at the 
! tail-end of a severe attack when it was started; one 
or two mild twinges of pain occurred during the 
following days and thereafter came a period of 
quiescence. It was feared that this was only one 
of the ordinary remissions, however; another 
attack was expected in a few weeks. Six weeks 
went by, eight weeks, three months ; there was a 
very mild twinge in the affected region about this 
time and the patient became terror-stricken lest 
she was going to suffer from another bout, but the 
twinge led to nothing further. Six months, nine 
months, a year went by, and still there was no 
return. The dose of thyroid extract was reduced 
to ij gr. three times a day, and this has been 
continued with from that time until now. The 
patient is in the fourth year since her last attack of 
tic douloureux ; her general condition is excellent, 
she is active both in body and mind and quite 
rejuvenated, so that she is again able to take up 
landscape painting and other occupations which 
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used to be a pleasure to her, but which during the 
years she was suffering from tic douloureux had to 
be given up. 

It may be urged by the sceptical that this was a 
case of post hoc and not of propter hoc ; if so, it 
will be very difficult indeed to persuade the patient 
or her medical attendant that this was the case. 
Even if only one case of tic douloureux in a hundred 
were similarly relieved by thyroid medication the 
boon conferred on that one case is inestimable. 
A life of fearful torture during the paroxysms and 
of constant dread and terror at the times when the 
pains are in abeyance is restored to its former 
happiness; and to judge from this case and also 
from another similar one of which I will not burden 
you with the notes, though I will say that the relief 
was quite as marked, the benefit seems to be per¬ 
manent though one would not have the courage to 
advise leaving off the thyroid treatment yet, or 
indeed at all. 

I imagine, however, that tic douloureux is only 
a symptom, and that it has many different under¬ 
lying causes; if this is so then the treatment of 
all cases cannot be precisely alike, and whereas 
some may be benefited much by one line of treat¬ 
ment, others may not be benefited by it at all, 
but require something different. This being so, 
thyroid medication will very likely fail in many 
cases. Nevertheless I am convinced that at least 
some examples of tic douloureux are due to hypo¬ 
thyroidism, and that, therefore, it is well worth 
while giving thyroid medication a trial when the 
disease has baffled other more ordinary lines of 
treatment. 

The Various Thyroid Preparations. 

If you will allow me I should like to say a word 
or two in regard to the different ways in which 
thyroid may be employed in practice. One may 
give fresh thyroid gland, dried thyroid gland, liquid 
extract of thyroid gland, liquor thyroidei or thyroid 
solution, thyreoglobulin, and iodothyrin. 

The thyroid glands themselves, usually those of 
the sheep, can be obtained from the butcher's if 
one asks for the sweetbreads “ from the throat.” 
Various glands are grouped together under the 
general name of sweetbreads. The proper sweet¬ 
bread is the pancreas ; but the thymus, the salivary 
glands, and the thyroid gland are also apt to be 
included; the thyroid gland constitutes the sweet¬ 


bread from the throat. It may be prescribed as 
such either cooked in any ordinary way or better 
still lightly toasted externally without being abso¬ 
lutely cooked through. Some people go to the 
extent of having it pounded in its uncooked state, 
peppered and salted to taste, and eaten in the form 
of sandwiches, which some patients take very well. 
To my mind, however, there is no particular advan¬ 
tage possessed by thyroid glands themselves over 
pharmaceutical preparations made from them ; and 
the latter can be prescribed with more precision as 
to the dosage and with greater certainty as to the 
supply. 

j The liquid extract of thyroid is given in doses of 
! from 5 to 15 minims. The directions for its 
preparation as given by the British Pharmaceutical 
Codex are : Take thyroid glands of the sheep by 
weight 100*00 parts; distilled water, a sufficient 
quantity; glycerin, sufficient to produce 100*00 
parts. Trim, slice and bruise the glands; then add 
glycerin 77 parts, macerate for twenty-four hours, 
and strain through linen, pressing strongly. 
Finally increase the volume of the product to 100 
parts by the addition of glycerin mixed with an 
equal volume of recently boiled and cooled 
distilled water. 

Liquor thyroidei ’, or thyroid solution, is prepared 
(B.P. Codex) from the fresh and healthy thyroid 
glands of sheep, removed immediately after killing. 
The glands are freed from external fat and con¬ 
nective tissue, and cut across, any that contain 
cysts or are hypertrophied or are otherwise 
abnormal being rejected. For each entire gland 
take 2 mils of glycerin and 2 mils of 0*5 per cent, 
solution of phenol in water; stir well together, 
place the mixture in a flask; plug the neck with 
cotton wool and set aside for twenty-four hours ; 

| then strain through linen, pressing strongly, and to 
i # the liquid thus obtained add sufficient 0*5 per cent, 
solution of phenol, so that six mils (100 minims) 
of the solution shall represent one gland. The 
dose is from 5 to 15 minims, but a disadvantage 
is that the preparation does not keep unless some 
stronger antiseptic is added to it. In this respect 
I it is inferior to the liquid extract of thyroid, in 
which the large amount of glycerin acts as a 
preservative. 

Dried thyroid , or extractum thyroideum siccum, is 
prepared according to the B.P. Codex as follows : 
finely mince or pound the fresh thyroid glands of 
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healthy sheep, after removing all external fat and 
connective tissue, and dry the glands as quickly as 
possible in a current of warm air ; then spread the 
mass in a thin layer to dry at a temperature not 
exceeding 38° C., preferably in a vacuum. When 
sufficiently dry it is coarsely powdered and freed 
from fat by treatment with petroleum ether. 
Finally the powder is dried completely by spread¬ 
ing it in a thin layer and leaving it in a desiccator 
for a few days. The dry thyroid extract is a light, 
dull-brown, amorphous powder, having a faint, 
meat-like odour and taste free from any flavour of 
putrescence; somewhat hygroscopic, it is liable to 
gradual deterioration on exposure to air. It is 
partly soluble in water. One part of the dried 
substance is approximately equal to five parts of 
the fresh thyroid gland. It differs to some extent 
according to the firm by whom it has been pre¬ 
pared, and the patient whose case I have quoted 
above was quite convinced that she was better 
when she had the thyroid extract from one par¬ 
ticular apothecaries’ company than when she had 
it from any other of the sources which were 
sometimes tried. 

Thyreoglobulin is the albuminous material con¬ 
tained in the colloid substance of the thyroid 
vesicles. It is described in the B.P. Codex as 
being soluble in water and in diluted glycerine, 
and it is precipitated with calcium phosphate by 
the addition of phosphoric acid followed by lime- 
water. It may also be prepared by extracting the 
glands with 5 per cent, sodium chloride solu¬ 
tion and precipitating with ammonium sulphate. 
Thyreoglobulin contains about r6 per cent, of 
iodine, but no phosphorus. On long-continued 
boiling with 10 per cent, sulphuric acid, thyreo¬ 
globulin yields a substance which, when purified, 
contains from 9 to 14 per cent, of iodine, and has 
been called iodothyrin . Although thyreoglobulin 
and iodothyrin are both active medicinally, it has 
been found in practice that they do not give as good 
results as a rule as do the liquid or dried extracts ; 
and of the three commoner of these, namely, 
liquor thyroidei, extractum thyroideum liquidum, 
and extractum thyroideum siccum, I personally 
much prefer the last, and I generally prescribe it in 
the form of cachets along with either a little 
starch or finely powdered sugar to make the 
powder up to a total of about five grains. To 
preserve the cachets they should be kept in a dry 


place because of the slightly hygroscopic character 
of the powder. 

Dosage. 

As regards the dosage, cases vary enormously in 
respect to the quantity which suits each best. In 
infants and young children it is generally sufficient 
to prescribe £ gr. either once a day or perhaps 
night and morning. It is sometimes necessary to 
increase this ; or, on the other hand, it may be 
more beneficial to reduce it down to a third, a 
quarter, or even to as little as a sixth of a grain 
each day or even less. For adults the common 
dose would be 1 gr. night and morning, but the 
best quantity in each case has to be found by 
experience. One may begin with 1 gr. night 
and morning, and if this is well borne increase it 
to 1 gr. three times a day ; then to 2 gr. night 
and morning, to 2 gr. three times a day, and so 
on. Very occasionally one his found 5-gr. doses 
to be required. What most often happens is that 
the dose may be beneficially increased up to, we 
will say, 2 gr. three times a day or even more, and 
after this, when the patient is well under the 
1 influence of the drug, it proves better to diminish 
it materially, to, say, a grain three times a day, or 
gr. night and morning, or to a grain twice a 
1 a day. No absolute rules can be laid down ; some 
patients find £ gr. night and morning quite suffi¬ 
cient ; others require twice this amount; others 
again four times, and so on. The first symptoms 
that are likely to occur as indicating that the dose 
should be lessened are, in children diarrhoea, and 
in grown-up people a tendency to undue nervous¬ 
ness or to feelings of nervousness to which they 
are not accustomed ; whilst in either the young or 
the old it is important that the pulse-rale should 
be counted, because if too much of the remedy is 
being given the pulse frequently rises and affords 
an important indication of when the dosage should 
be curtailed. 

Summary . 

It is not altogether easy to summarise satisfac¬ 
torily what has been said above, but in concluding 
our lecture let me remind you that we have argued 
that there is clinical if not experimental evidence 
to show that between normal people on the one 
hand and myxoedematous or cretinoid persons upon 
the other there is a wide field within which come 




330 The Clinical Journal.] 


DR. SUTHERLAND. 


[Feb. 28, 1912. 


cases in which more or less severe symptoms may 
be attributed to what I have called hypothyroidism, 
that is to say deficient activity of the thyroid gland 
but not complete absence of its secretion. Of the 
many groups into which these cases might be I 
divided, in all of which some at least of the patients 
are materially benefited by the administration of 
suitable doses of thyroid extract, we have discussed 
to-day six in particular, namely : 

(r) The infantile idiot type. 

(2) Children backward in walking or in talking. 

(3) Backward boys or girls, especially some 
suffering from nocturnal enuresis. 

(4) Stout sterile women of the child-bearing age. 1 

(5) Women who tend to become very stout at or 
about the menopause. 

(6) Certain sufferers from functional nerve sym¬ 
ptoms, notably exaggerated subjective sensations of 
acroparesthesia and the like after the menopause, 
and most particularly one type of that little under¬ 
stood but very severe malady, tic douloureux. 

February 26th , 191 2. 


Essential Nature of Raohitis and Osteo¬ 
malacia* —Ogata presents a study of an almost 
endemic affection in a certain province in Japan, 
the symptoms suggesting severe rachitis or infantile 
osteomalacia. He is inclined to regard the syn¬ 
drome as a general trophic disturbance. The 
bones receive an exaggerated blood-supply and 
this upsets the balance between the depositing and 
absorption of calcium. This assumption explains 
the connection between puberty and pregnancy and 
the osteomalacia, and the reason why after puberty 
it is restricted to the female sex. Ogata regards 
rachitis and osteomalacia as essentially of the same 
nature, and states that he has often encountered 
the symptoms of both in one patient; in fact, he 
would drop the term rachitis entirely and use 
merely osteomalacia, classifying it as in children, 
non-puerperal and pregnancy or puerperal osteo¬ 
malacia. The microscopic findings in the ovaries 
from fifteen patients with osteomalacia showed 
numerous follicular cysts, abnormal vascularisation 
and contorted vessels, extravasation of blood, 
thickening of the vessel walls and their obliteration, 
and hyaline degeneration. The intensity of the 
changes corresponded to the severity of the osteo¬ 
malacia. The question now is whether these 
changes are primary or secondary; he had no 
opportunity to examine the ovaries in incipient 
cases.— -Journ. A . M. A ., vol. lviii, No. 3. 


A CLINICAL DEMONSTRATION AT 
THE POLYCLINIC. 

By G. A. SUTHERLAND, M.D., F.R.C.P., 
Physician Paddington Green Children’s Hospital 
.and Royal National Orthopaedic Hospital. 


Gentlemen,— I wish to direct your attention 
first of all to a special form of infection of the 
Urinary passages by the Bacillus coli. Of course, 
there are many types of that infection with which 
no doubt you are all familiar, and in which there 
are very definite physical signs and symptoms 
which arouse suspicion of infection of the urinary 
passages and lead to examination of those par¬ 
ticular parts. But the special type to which I 
want to refer to-day is one in which there are 
two leading characteristics. One is a condition 
of prolonged irregular pyrexia, and the other is 
a total absence of any physical signs of disease 
or of subjective symptoms complained of by 
the patient. 

This girl is 5^ years old, and her history is 
that the present illness began six weeks ago with 
sore throat and a temperature of 105° F. She 
had had adenoids removed three weeks previously. 
The throat cleared up in a few days, but the 
temperature continued to rise and fall daily. At 
the beginning of the illness the patient complained 
of pain in the back for twelve hours, and of the 
i same about a week ago. She had been at times 
difficult to feed when the temperature was raised. 

I She has lost colour and also flesh during the illness. 
Her bowels have been constipated all through. 
No physical signs of disease to account for the 
temperature have been found. At times the 
heart has been slightly irregular, and occasionally 
there have been some traces of bronchial catarrh. 
There is nothing of importance in the family 
history. 

1 When I saw this patient on the tenth day of 
' her illness with her doctor, he told me he was 
1 very much puzzled with the case as the tem¬ 
perature had been running high, and yet he had 
been unable to discover any definite sign of 
disease. I went over the patient carefully and also 
failed to discover at the time any definite sign of 
disease. The child complained of nothing. She 
had fever, which ran fairly high as you will see 




The Clinical Journal. ] 


DR. SUTHERLAND 


[ Feb. 28,1912. 331 


by the daily chart. The temperature was irre- | 
gular and hectic ; it rose up to as high as 106 0 F. 
in the evening, and there was usually a consider¬ 
able drop in the morning. When I saw the 
patient on the tenth day of the illness there was 
this temperature but no other symptom or physical 
sign ; and the natural conclusion at which I j 
arrived was that there was most probably some I 
infective trouble present. 1 

As regards the possibilities the first thing that j 
occurred to me was an infection by the Bacillus 
coli. Another possibility seemed to be something 
wrong with the drains. I suggested to the doctor 
that he might examine the urine, and told him 
of the ordinary condition of the urine in these 1 
cases of infection by the Bacillus coli . He had an 
examination of the urine made and sent a speci¬ 
men up to me, and I found it just as he had 
told me concerning the specimen he himself had 
had examined. It was perfectly clear, with no 
albumen and no sugar; it was faintly alkaline in ’ 
reaction, and showed no deposit on standing. 

In the beginning of last week I told the doctor 
that 1 should be very glad to see the patient 
again with him. I went on Wednesday and found 
the condition of affairs unchanged. Here is the 
daily chart of the disease, which had been running 
for six weeks. As you may imagine it is rather 
a trying state of things for the doctor, and also 
for the friends of the child suffering from a ; 
marked condition of pyrexia like this, that he is 
unable to give any cause of the prolonged illness. 
One can keep up for a time with a hedging dia¬ 
gnosis, but at the end of six weeks the doctor j 
becomes rather tired of saying the same thing, 
especially when the patient’s friends were asking 
him night and day to tell them definitely what 
really is wrong with the patient. 

As I myself could not find any definite cause 
for the child’s condition I suggested taking the 
patient into the hospital, and he agreed. The child 
came into the hospital on Thursday morning of 
last week, that is on the nth, and the curious 
thing is that from the date of her coming in her 
temperature has never been above 98*4° F. There 
has been a complete cessation of the pyrexia from 
the moment that she entered the hospital. That 
was very striking, and one might have said that 
the change of air had made a wonderful effect | 
upon this patient, but I was not quite satisfied \ 


with that diagnosis. I took her into the hospital, 
of course, for the purpose of finding out, if pos 
sible, the cause of this infection. We examined first 
of all the blood, and the blood report was : red cells 
4,000,000, haemoglobin 62 per cent., white blood- 
cells 10,500; nothing abnormal on a differential 
count. No growth was obtained on culture. We 
obtained a specimen of the urine and the report 
was: faintly acid, no albumen, a few clumps of 
pus-cells, no tubercle bacilli. On cultivation, a 
growth of coliform organisms was found which 
proved to be the Bacillus coli. On the Friday 
after she came in her urine was distinctly cloudy, 
with a certain amount of pus in it. On the Satur¬ 
day and Sunday there was a definite amount of pus 
in the urine, and on examination I found it was 
swarming with active bacilli. I think as regards 
this case, the diagnosis has been cleared up by 
means of this examination of the urine.' The 
illness was due to an infection of the urinary 
passages by the Bacillus coli. 

The two points I wish to emphasise are, first 
that this patient had prolonged irregular fever for 
which, on most careful examination, no definite 
cause could be found. That condition is not at 
all uncommon, and I want very strongly to impress 
upon you to-day the importance of remembering 
that such cases may be due to infection by the 
Bacillus coli. I am still adhering strictly to the 
clinical form I have brought before you and am 
not discussing definitely symptomatic cases. This 
type may occur at all ages. If you have a case 01 
a young infant and the temperature keeps rising 
and falling, and there is constipation present and 
a considerable degree of irritability, and you can¬ 
not find any definite local sign, the only striking 
thing being the irregular pyrexia, such a con¬ 
dition in young infants is very often due to infec¬ 
tion by the Bacillus coli. 

Adults may be similarly affected, and of this I 
had recently a very striking example. Last August, 
a woman, cet. 36 years, was seized with a feverish 
illness which jvas diagnosed as typhoid, and she 
was sent into one of the fever hospitals. She 
remained there for ten days, and by that time they 
excluded typhoid or any other infectious fever and 
sent her to the Hampstead General Hospital. She 
also presented this hectic type of temperature, 
running between 99 0 F. and 103° F., and no 
physical signs of disease. In addition she had 
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rigors. During the first fortnight she had two 
rigors almost every day. Examination of the 
urine showed the presence of Bacillus coli and pus, 
and treatment directed to this condition led to 
gradual improvement, although the pyrexia did not 
cease for three months after the onset of the illness. 

The second point I wish to emphasise is that 
you must not be misled by a casual examina¬ 
tion of the urine, as I was in the case of this child. 
The urine in cases of infection by the Bacillus coli 
is usually sufficiently characteristic. It is markedly 
acid, with a cloudiness which does not clear on 
the addition of heat, acids, or alkalies, and has a 
fishy odour, soon becoming more offensive on 
standing. Pus is often present. On the other 
hand, as in this patient, none of these conditions 
may be present in a chance specimen, and it is 
only by centrifuging and staining, or better by 
cultures from a catheter specimen, that the presence 
of the Bacillus coli can be definitely ascertained. 
In any doubtful case, if one specimen of the urine 
be apparently normal, it is advisable to have a 
sample every day of the total amount in twenty- 
four hours, and sooner or later one will find all the 
characteristic appearances. 

As regards the prognosis of these cases, it is very 
much better to have a sharp attack as in this case 
before us. I have no doubt that this patient will 
get perfectly well, but I should not be surprised 
if the temperature rises again in the course of next 
week, because these attacks do sometimes clear up 
for a week or ten days, and then on comes the 
trouble again. As regards the entire disappearance 
of the Bacillus coli from the urine there is some 
uncertainty. In all probability they will disappear 
entirely. But in many cases the bacilli persist. 
At the same time in many cases the only indication 
of anything wrong is the presence of the Bacillus 
coli in the urine. In other words the patient is 
perfectly well but is always liable to a relapse with 
similar symptoms. 

With regard to the treatment of this condition, 
one must attend to the state of the bowels, as in 
these cases constipation is almost always present. 
Get the bowels open regularly by giving castor oil 
or cascara. Another important thing is to flush 
out the system thoroughly. Give the patient 
plenty of barley-water so as to keep the urinary 
organs well flushed out. In treating the pyrexia 
you will find that the use of full doses of alkali is 


most successful—citrate of potash and bicarbonate 
of soda in equal proportions, until the urine has 
become definitely and markedly alkaline. You 
may have to run up to one ounce of alkali in a 
day. Go on until you have made the urine 
definitely alkaline, and then reduce the dose to 
one half for a week or ten days, and in many 
cases you will find that the temperature will come 
down to normal and remain there. If you do 
not succeed by that means in getting a normal 
temperature try urotropin, giving a dose of 6o to 
8 o gr. a day well diluted with water. That drug 
is believed in by many, but my personal experi¬ 
ence in the use of urotropin for these cases has 
not been very successful. If these methods of 
treatment that I have mentioned fail, there is 
always treatment by means of a B. coli vaccine 
to fall back upon. I think at the present time 
that all one can say about the vaccine treatment 
is that it is occasionally very successful, and in 
acute cases more often than in chronic. 

The next patient is a boy, set. 11 years, who was 
brought to the hospital because of gradual toss of 
power on the right side of the body—in his arm 
and leg. He used to be {Jie finest writer in his 
class, and is now scarcely able to write. He has 
been limping on his right leg for over a month, 
which, along with pain, was traced to a tight boot. 
On further investigation of this matter it was 
learnt that in the beginning of October he had pain 
in both feet, and soon afterwards became awkward 
with his right leg. He was scolded by his mother 
for this and caned by his teacher for writing badly. 
Unfortunately the combination of the scolding and 
caning proved to be also rather a shock to his 
nervous system. He was taken to a hospital 
where St. Vitus’s dance was diagnosed. He has 
been kept from school since. There is a difficulty 
in articulation at times. He has had no previous 
illness save measles. There is a very marked 
history of rheumatic fever, chorea, and cardiac 
disease on the paternal side. 

When the patient came up one noticed that 
there was a slight amount of jerking movement 
about his right hand and right arm—nothing very 
much, but quite enough to be characteristic. On 
walking he had a distinct limp as regards the right 
leg, which was evidently weakened without there 
being any indication of pain about it at the time. 



DR. SUTHERLAND. 


The Clinical Journal. ] 


[Feb. 28, 1912. 333 


So that it was not difficult, I think, to determine that 
in all probability this was a case of chorea, or 
rather hemi-chorea, affecting the right arm and j 
right leg. Looking further at the patient one j 
found that he had a considerable number of j 
nodules about his body. Rheumatic nodules are : 
things that you do not find unless you look for 
them. As a rule you require to place the joint in 
a certain angle before you can bring out these 
nodules. So that some people after examining this 
class of patient do not find any rheumatic nodules 
when there may be a dozen about the body. In 
this case there are some rather prominent ones. 
There is one of considerable size on the left patella 
and there are some on the right patella. When on 
flexing a joint you find a sharp projection, visible 
and palpable, quite distinct from the contour of the 
bone, do not put that down as a normal bony 
point. Nature rounds off her edges. These 
nodules are found especially attached to the 
periosteum of the bones around joints and on the 
extensor surface as a rule. This patient has 
nodules of varying size on the patellae, the internal 
malleoli, the knuckles, the elbows, and the spinous 
processes of the scapulae. These nodules are 
almost invariably quite symmetrical. So that in 
addition to his chorea this patient has definite 
subcutaneous rheumatic nodules, some attached to 
the periosteum and some to the tendinous sheaths, 

On examination of the chest one found he had 
distinct dilatation of the heart, which was pulsating 
about one inch outside the nipple line, and percus¬ 
sion shows distinct dulness there. He has a well- 
marked systolic murmur and I think also a certain 
degree of presystolic murmur. So that I conclude 
that he has a valvular lesion with myocardial 
trouble, and probably a certain amount of narrow¬ 
ing has taken place in the mitral orifice. 

As to the chorea it is very slight, but yet quite 
sufficient to prevent him from using his hand in the I 
ordinary way. The power of co-ordination in the j 
right hand is gone. This is a form not of violent I 
but of asthenic chorea in which the fact is 
traceable in the loss of co ordinated power of the 
hand and weakness of the muscles. We shall have 
to massage this boy’s arm, and I think it will soon 
recover its normal power. 

The nodules are very important. As regards the 
association with the rheumatic condition you will 
very rarely find these nodules in cases of a first attack 


of rheumatism, you will very rarely find them in 
cases in which the heart is not seriously involved, 
and you will find them very seldom in cases in 
which the rheumatic affection has not been fully 
established. The prognosis in the case of patients 
with nodules used to be considered as very bad, 
but time has shown that they are not necessarily so 
serious as was at one time thought. Still they are 
quite serious enough in the sense that a patient 
with nodules is suffering from the rheumatic 
cachexia and probably incurable carditis. 

This boy has had no attack of recognised 
rheumatic fever; he never had any illness until he 
was laid up with this condition of chorea. The 
only complaint was about pain in the foot, and as 
usual the pain in the foot was put down to a pair 
of new boots that he had. This is an example of 
I the very worst form of rheumatism, a form in which 
the affection comes on insidiously, and no attention 
is paid to it until more serious manifestations of it 
come out. Had he been treated from the onset 
his condition would probably have been very 
different from what it is now. 

As regards the prognosis, we are now dealing 
with a case of definite rheumatic infection, fully 
established. One can imagine that the organisms 
of the disease have captured the entire system, and 
are scattered about and deposited in certain strong¬ 
holds from which it is difficult to dislodge them. 
The prognosis is largely one of re-infection. If 
the boy were protected from fresh attacks one 
could eliminate the organisms from his system. 
But this patient having once become infected I am 
afraid it is only to be expected that, with his 
surroundings, fresh attacks will lead to further 
cardiac mischief. 

Concerning the question of treatment, it is very 
important that these patients should have good 
surroundings, and be kept from exposure to cold 
and wet. I am afraid that is not so easy to 
arrange in a boy of this class. 

In reference to diet, there are certain ideas about 
rheumatism which I should like to combat. We 
used to be told that red meats were not good for 
rheumatism. But in the case of a boy in this 
condition, and without any fever, I believe in 
giving the most nourishing diet, such as meat, milk, 
fish, fowl, eggs, and fatty foods, and giving as much 
as possible, without of course disturbing the 
patient’s digestion. As regards a popular drug 
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with many—iron—I think it is usually injurious. 
The result of giving iron in a case like this is to 
disturb the digestion, and very often there comes, 
in consequence of the iron I believe, a return of 
the rheumatic pains. Salicylate of soda is of value 
in acute attacks of rheumatic fever, and also in 
cases of this nature I think it is wise to give 
salicylate of soda, 30 to 60 gr. in the day, for a 
matter of ten days, and then omit the next ten, and 
so on. If such treatment is found to be distinctly 
beneficial it ought of course to be continued 
through a prolonged period. As regards very large 
doses, I think the chief effect is marked dis¬ 
turbance of the stomach and depression of the 
patient. I do not think the results obtained from 
very large doses are at all better than those gained 
by moderate ones. 

This boy was first admitted into hospital in 
October, 1908, at the age of three years. He was 
brought in with a history of an indefinite illness 
for six days characterised by dulness, loss of 
appetite, constipation and abdominal pain. His 
previous health had been good, and he had not 
had any infectious disease. On admission the 
boy lay in a curiously apathetic condition. There 
was no evidence of pain, but he never spoke, 
seldom cried, and made no attempt to move arms 
or legs. There was a frequent feeble and toneless 
cough suggestive of laryngeal paralysis. All the 
limbs w r ere flaccid and all motor power was lost, 
save a slight amount about the arms. The dia¬ 
phragm was apparently paralysed, and the muscles 
of the abdominal wall were flaccid. The inter¬ 
costal muscles of the left side were markedly paretic. 
Rectal and vesical incontinence was present. No 
sensory changes were detected. The knee-jerks, 
the cremasteric and the abdominal reflexes were 
absent and a plantar reflex could not be elicited. 
A long illness followed marked by irregular attacks 
of pyrexia, of great cardiac weakness with tachy¬ 
cardia (140-200), by collapse of the right lung, 
but eventually recovery took place and he was sent 
to the convalescent home. Various tests had 
been carried out. Examination of. the throat 
for Loeffler’s bacilli proved negative. Lumbar 
juncture showed normal cerebro-spinal fluid. 
Von Pirquet’s and Widal's tests were negative. 
There was a definite leucocytosis (36,000), but no 
other evidence of blood change. It was a very 
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prolonged illness and the diagnosis was a very 
difficult one, but it seemed to He between post- 
diphtheritic paralysis, peripheral neuritis of un¬ 
known origin, and anterior poliomyelitis. My own 
diagnosis was post-diphtheritic paralysis. I was 
led to that largely because of the very lengthy 
period* of generalised paralysis ; the fact that 
recovery seemed to be complete ; and the fact that 
the heart had been seriously involved along with the 
diaphragm. Against this diagnosis we had to note 
that there were no bacilli in the throat, the throat 
muscles were not paralysed and there were no 
ocular palsies. 

We sent the boy out, rather a thin specimen, 
and he went to a convalescent home. It was not 
until he came back from there that I changed my 
diagnosis to one of anterior poliomyelitis. I shall 
tell you why. When he came back from the 
convalescent home we found marked weakness of 
the ankles due to a certain amount of atrophy of 
the peroneal muscles, and some atrophy of the 
muscles in the front of the left thigh. We found 
also a distinct bulging below the ribs on both 
sides, due to wasting and paralysis of the muscles 
in the anterior abdominal wall, and very pro¬ 
nounced bulging in that region on coughing. -When 
the boy stood there was distinct lordosis, due, I 
believe, to this weakening of the anterior abdo¬ 
minal wall. These conditions have never passed 
off, although there has been a certain amount of 
improvement, and he now has a secondary con¬ 
dition of talipes varus for which he is undergoing 
surgical treatment. 

.1 have never seen a case in which there w^as 
permanent paralysis and permanent atrophy of the 
muscles as the result of post-diphtheritic paralysis. 
You may have a very severe attack of paralysis, 
but if recovery takes place it is usually complete 
recovery ; whereas in the case of this boy I think 
there is little doubt that it was the anterior cornual 
cells that were involved. Some of them have 
suffered permanently, with the result that we have 
these permanent lesions left. The whole subject 
of anterior poliomyelitis has been developed very 
much in recent years. It was a great surprise to me 
to find that the heart could be affected to the extent 
it was. But now we know than anterior polio¬ 
myelitis is a definite infection which may attack 
the larger motor cells in any part of the nervous 
system, either the brain or the spinal cord, and, 
it is now stated, may directly produce changes in 
other organs of the body. 

February 2 6th, 1912. 
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EXTRA-PERITONEAL RUPTURE OF 
THE BLADDER WITHOUT 
FRACTURE OF THE PELVIS. 
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Injury to the bladder causing an extra-peritoneal 
lesion is a much less common occurrence than one 
involving the peritoneal surface, and for this reason 
is worthy of record. Out of 169 cases of bladder 
ruptures collected by Bartels 49 were extra-peri¬ 
toneal, just under 29 per cent., while Fenwick 
makes the proportion as low as 12 per cent. 

We usually associate a fracture of the pelvis with 
the extra-peritoneal injury, and this does happen in | 
the majority of the cases, but it must be borne in 
mind that a distended bladder may rupture in this 
position from a blow on the lower abdomen or even 
in a fall from a height. Instances are recorded of 
such accidents, and in the following case it will be 
noticed that one or both of these causes may have 
contributed to the lesion. 

The history of the case is as follows : A man, 
a telephone mechanic, set. 43 years, was admitted 
under me into St. Thomas’s Hospital on Septem¬ 
ber 17th, 1906. 1 

He had got up that morning at 4.30 and had 
then passed urine. When at his work, about 
9 o’clock, he felt a desire to micturate, and on 
descending the pole for that purpose he fell fifty- 
five feet. He was only stunned for a few minutes 
and then the wish to micturate was increased; he 
had no recollection of any blow, but, of course, 
under the circumstances this statement could not 
be relied upon. On trying to pass water he could 
not do so ; there was marked pain dow'n the 
urethra and in the lower abdomen, especially on 
the left side. 

Later in the day he was admitted into the hos¬ 
pital with still the desire to micturate and inability 
to do so. There was no evidence of any bruising 
or of a fractured pelvis (the absence of the latter 
was confirmed by X-ray examination); there was 
definite tenderness, most marked on the left side 
above the inner half of Poupart’s ligament and 
complaint of pain in this region. No lump could 
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be palpated over the bladder area, but there was 
some increased resistance. There had been no 
bleeding from the urethra. There was no indica- 
! tion of any free fluid in the belly. On passing a 
j soft catheter, which was done without any difficulty, 

1 blood-stained urine was drawn off, but this came 
j away without any force and only on expiration ; no 
manipulation of the catheter brought away a 
i further quantity. His temperature was ioo° F. 

! and pulse 88. 

Examination thus pointed to an injury to the 
bladder and twelve hours after the accident I 
operated. A mid-line incision in the bladder 
region disclosed a very marked infiltration with 
fluid, evidently urine, of the cellular tissue behind 
the recti. A metal catheter, easily passed through 
the urethra, came upwards in the loose tissue 
behind the pubic bones. Further exploration with 
the finger detected the bladder contracted down in 
the pelvis and displaced rather to the right. The 
peritoneal cavity had not been opened, but a large 
extra-peritoneal rent was found in the bladder wall 
on the right side starting just below the peritoneal 
reflection and extending downwards and inwards 
to end just above the neck, and it was at this spot 
that the catheter had left the viscus. 

The position of the bladder made it very difficult 
to stitch up the wound in situ , and recognising the 
desirability of leaving in a supra-pubic drain after¬ 
wards I made an opening in the mid-line of the 
bladder for that purpose, and by passing my finger 
into it I was able to draw up the bladder and so 
facilitate and control the suturing of the w’ound. 
Six silk stitches were put in without piercing the 
mucous membrane and the wound w r as effectually 
closed. A Guyon’s tube was inserted into the mid¬ 
line opening and the cellular tissue was cleaned 
with saline ; a small drainage-tube with a wick was 
passed dow T n behind the pubes and gauze drains 
were put in the cellular tissue on each side of the 
bladder. 

During the next day, the r 8th, he was fairly 
comfortable, the temperature in the morning was 
99*2° and at night 100*2° F., and the pulse 88 
and 80. On the 19th the gauze drains and* the 
tube were removed; his condition was good, with¬ 
out pain, and the bladder was draining w-ell. From 
this time onwards progress was most satisfactory, 
the temperature, which for the first four days was 
slightly elevated, became normal and his pulse was 
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about 72. On October 1st he had passed urine 
through the urethra and the Guyon’s tube was 
removed. For nearly a month there was a slight 
leak from the supra-pubic opening, but after that 
the wound was quite sound. For some consider¬ 
able period afterwards I had him under observation 
and he had no further urinary symptoms. 

In reviewing the above account the following 
points may be noted : 

(1) The position of the wound, which approached 
so closely the neck of the bladder without any 
associated fracture. 

(2) The position of the catheter in the cavum 
Retzii and its relation to the neck of the bladder 
suggested momentarily the possibility of an intra- 
pelvic laceration of the urethra at the apex of the 
prostate with extravasation in the space, but against 
this were the absence of bone injury, the ease with 
which the catheter was introduced and blood-stained 
urine drawn off, the absence of urethral haemor¬ 
rhage, and lastly, the collapsed state of the bladder 
instead of its probable distension. 

(3) As to the operative procedure criticism may 
be offered to making the second bladder wound 
and using supra-pubic drainage. However satis¬ 
factory stitching with urethral drainage has proved 
in intra-peritoneal lesions, we must bear in mind 
we have not such a good defence to our wound 
when the peritoneum is absent, and any hitch in 
the urethral drainage would cause increasing dis¬ 
tension of the bladder, probable tearing out of the 
stitches, and recurrence of extravasation. For this 
reason alone the 'supra-pubic drain seemed indi¬ 
cated. The bladder wound at rest had a much 
better chance of healing, whereas if it had given 
way a fistulous opening of long standing might have 
resulted. A positive advantage of the second open¬ 
ing was, as stated before, the control it gave in 
suturing the wound by the finger hooking up the 
bladder, and at the same time being able to feel the 
depth the stitches were being placed in the bladder 
wall. Lastly, if this supra-pubic opening had not 
been made and the upper part of the rent had been 
left open for the Guyon’s tube the latter would have 
passed in too obliquely. 

February 26th t 1912. 


Surgical Shock.— It is clear, in the first place, 
that when dealing with a patient with a crushed 
limb, it is futile to “wait for the shock to pass.” 
It is the crushed nerves which are maintaining the 
shock. Injection of nerve trunks with cocaine or 
novocain five minutes before dividing them pre¬ 
vents completely any fall of blood-pressure or other 
evidence of shock during amputations. Dr. Short 
has successfully employed injections of 5 minims 
each of 2 per cent, novocain into the anterior 
crural and great sciatic nerves in amputating 
through the thigh. Crile envelops the patient in a 
pneumatic suit under pressure, so as to prevent 
relaxation of the vessels. Bandaging the limbs is 
a less efficient but more serviceable means of 
obtaining the same result. Intra-venous transfusion 
with normal saline is not as efficacious in the treat¬ 
ment of shock as of collapse from haemorrhage or 
cholera, but it is nevertheless a valuable proceeding. 
The addition of adrenalin up to 1 in 50,000 (even 
1 in 20,000 may be used) will restore the calibre 
of the vessels, even when the vasomotor centre is 
powerless. Crile and Mummery speak disparagingly 
of the use of stimulants ; alcohol does nothing but 
harm, and strychnine, though it may perhaps raise 
the blood-pressure for a while, soon allows it to 
fall even lower than it was before. Indeed, Crile 
declares that large doses of strychnine exhaust the 
vasomotor centre, and induce shock apart from any 
injury. Pituitary extract is probably more valuable ; 
it is given hypodermically. The dose varies with 
the preparation. Needless to say, the head should 
be kept low, so as to help by gravity the circulation 
through the brain. It is quite probable that small 
doses of strychnine, spread over several days 
before the operation, may be of use. By the 
adoption of such means as the above, it is possible 
to bring about the resurrection of dogs whose 
hearts have stopped beating for fifteen minutes. 

We have pleasure in drawing the attention of 
our readers to the very remarkable book from which 
the above is taken ; the volume is issued by Wright 
& Sons, of Bristol, and the author is A. Rendle 
Short, M.D., B.S., F.R.C.S., who says that his 
“ little book limits itself to surgical problems and 
to the common every-day aspects of disease.” We 
welcome most heartily this “ little book,” and can 
assure the author that his teaching will be widely 
appreciated by physicians, surgeons, and general 
practitioners. 
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Gentlemen,— When the diagnosis of cerebral 
syphilis is made three lesions are possible: 

(1) Vascular disease. 

(2) Meningeal disease. 

(3) Gumma of the brain or other nervous centres. 

The first may be present alone. It also accom¬ 
panies the other two. 

The disease of the arteries consists in periarteritis, 
a round-celled infiltration in the lymphatic sheath 
surrounding the vessel; endarteritis, a proliferation 
of the endothelium, often a splitting and redu¬ 
plication of the elastic layer in the larger arte¬ 
rioles ; and a general hyaline degeneration of the 
wall which causes it to thicken, and the nuclei of 
its cells to become indistinct and disappear. 

The arterioles in the brain are not big enough to 
show another lesion, which is characteristic of the 
aorta—inflammation of the middle coat. This 
mesaortitis consists in a round-celled infiltration of 
an area in the media, which leads to destruction 
of the elastic and muscular tissue, and leaves a 
scar of fibrous tissue, which is a weak spot, and is 
the common cause of sacculated aneurysm. The 
poison is conveyed in the vasa vasorum, and they 
reach the middle coat of the aorta. 

But the arterioles of the brain are too small to be 
thus partially affected; they are inflamed throughout. 
Two consequences follow : (1) The vessels become 
wholly or partially occluded. The blood-flow in 
them is either stopped or diminished. The 
nervous tissue, lacking its blood supply, dies. The 
nerve-elements ‘undergo degeneration, and the 
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neuroglia round them becomes inflamed and pro- f 
liferates. Neighbouring vessels become dilated. 
(2) Haemorrhage takes place from the rupture of the 
vessels, or from venous congestion as happens in 
an infarct. This haemorrhage maybe large, just as 
in ordinary arterio-sclerosis. Or in rare instances 
it may be in minute points—real capillary 
haemorrhage. 

This destruction of nerve-tissue shows itself j 
chiefly and most readily in paralysis. This is 
sometimes the first symptom of all, and may come 
on gradually or suddenly. In some rare cases it j 
is*due to a large haemorrhage, and then is just like 
an ordinary apoplexy. But in others the way it 
clears up shows that it must have been due to a 


now. He is aet. 33 years, a street newspaper seller, 
who for the last six months has noticed weakness, 
first in the right leg, then in the right arm, and 
lately in the left arm also. He has spasticity in 
both legs, though most in the right. Owing to old 
entropion the cornea is so obscure that it is 
impossible to examine his fundus. There is a 
well-marked scar on his penis, and the Wassermann 
reaction is positive in his blood. The sphincters 
are not paralysed, and there are no sensory 
symptoms. His case is probably due to vascular 
disease, first on one side of the motor tract and 
later on the other, within the cranium. 

(This patient discharged himself shortly after¬ 
wards.) 



Fig. 1.— a. A small vessel surrounded by a ring of haemorrhage apparently confined within its sheath. 
b. A hyaline capillary with surrounding haemorrhage, c. An arteriole with inflammatory cells and 
effusion round it—peri-arteritis. 


temporary occlusion of the artery which has sub¬ 
sequently been removed. 

More often the paralysis is preceded by other 
symptoms, such as headache and tenderness about 
the head, and I would give you a hint that when 
you have a patient with severe headache inexpli¬ 
cable on other grounds always try the effect of 
anti-syphilitic treatment. Other symptoms are 
dizziness, which often comes on in short attacks, 
sleeplessness, and ill-defined mental changes, such 
as inability to work, irritability, or loss of memory. 

The paralysis itself may be of various forms. In 
some cases it is a monoplegia, one limb or the face, 
or the power of speech being alone affected. More 
commonly it is hemiplegic, with or without affection 
of speech. And sometimes it takes what is called 
a triplegic form, as in the man whom I show you 


l There are three characteristics which should 
always lead you to suspect that a case with cerebral 
symptoms is due to syphilis. Those are, first, 
youth. It is extremely rare for cerebral haemor¬ 
rhage to take place under forty years of age. But 
there are some abnormal cases. In 1881 a young 
I man, aet. 31 years, was brought to the hospital by a 
policeman, complaining of intense pain in the right 
side of his head. He gradually became comatose, 
divergent squint came on, and later a double 
external squint and Cheyne-Stokes’ respiration. He 
died, and he was found to have haemorrhage in the 
right corpus striatum ploughing up also the optic 
I thalamus and bursting into the right lateral ventricle. 

| His cerebral vessels were not at all atheromatous ; 

no aneurysm was discovered on them. His heart 
1 weighed 13 oz., and there was some hypertrophy of 
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the left ventricle, his kidneys were slightly granular. 
I remember a similar case in a young girl, in 
whom, however, neither heart nor kidneys were 
diseased. The second point is of course a history 
of syphilis, and the third is the recurrent and 
transient attacks to which these patients are 
subject. It is quite common to have a history of a 
previous attack of the same kind. 

In some cases of paralysis, and especially of the 
monoplegic form, it is complicated by transient 
convulsion or loss of consciousness or sensory dis¬ 
turbance. We had a seaman jet. 37 years, who 
came to me in 1897. In April of that year 


For instance, a painter, set. 38 years, who had had 
syphilis eighteen months ago, came in June, 1898, 
complaining of pins and needles in his left foot 
running up to his knee, followed by slight move¬ 
ments in the knee and ankle. He described the 
pain as being like fire in his knee. He had also 
slight pins and needles in the left hand, but no 
movement. These attacks had been repeated four 
times. His retina was natural. After about a 
month’s treatment with potassium iodide he ceased 
coming, but was by that time almost free from his 
symptoms. Occasionally the attacks are compli¬ 
cated with insanity or delirium. A woman, cet. 28 



Fig. 2.—Small thickened vessels surrounded with h;emorrhage. 


he began to have occasional numbness in his 
right hand, sometimes in his right leg. He 
told me that he was occasionally stupid, and 
though he knew what he wanted could not 
express himself. He had begun to have pain in 
his head in February, and had had three bad 
attacks lasting a fortnight at a time, and preventing 
sleep. He had never had convulsions, but had 
twice fallen down unconscious in February. He 
had had a sore on the penis twelve years previously. 
When I saw him there was slight weakness of the 
right arm and of the right side of the face. After 
six weeks of anti-syphilitic treatment he recovered 
completely. In other cases the sensory disturb¬ 
ance may be the chief feature in the past history. 


years, was seen in 1904. She had had no previous 
symptoms whatever. On November 14th she fell 
ofT the chair on which she was sitting, vomited, 
was unconscious for an hour, and lost the use of her 
left arm and leg until the evening. The next day 
she again vomited, was very apathetic, and was the 
subject of distinct delusions. For instance she 
thought her bed was on fire. During the two 
following days she had attacks somewhat similar. 
She was the subject of congenital syphilis, which 
had left its mark upon her teeth and in the choroid 
tunic of her eye. When she was admitted she 
was at first maniacal, later became apathetic, and 
completely recovered after treatment by potassium 
iodide. 
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Such cases may result from lesions in three 
places. The first possible situation is the cortical 
arteries. This was probably the case in the last 
two patients. Within the last month l)r. West has 
had here a very typical instance of this which he 
has kindly allowed me to quote. The patient was 
ret. 25 years and was infected with syphilis in August, 
1910. He was treated then, and for one syphilitic 
symptom or another has been under treatment at 
this hospital # almost continuously since. Last 
August he was treated with salvarsan. In November 
he woke up one morning speechless, and on 


with slight weakness of the left side of the face. 
The lesion was therefore located in the left side of 
the pons, and in the absence of optic neuritis it 
appeared possible that the symptoms were due to 
syphilitic disease of the blood-vessels. This was 
rendered more probable by the presence of a 
Wassermann reaction in the blood. She was 
treated with salvarsan, of which weak intra-venous 
injections containing o*6 and 0*4 grm. respectively 
were given. The symptoms, however, did not 
improve and she shortly died. Post-mortem 
examination showed that the only lesion to be 



getting up fell on the ground hemiplegic. He 
was admitted and died a few days later. There 
was thrombosis of the left middle cerebral artery 
and a softened patch under the island of Reil. 
The second situation in which these lesions may 
take place is the internal capsule, and the third is 
in the pons. Such a case has lately occurred to 
me, and was the case which led me to give this 
lecture. The patient was a widow, act. 35 years, a 
strong upstanding woman, who became, suddenly 
dizzy and fell two months ago when out for a walk. 
She had had headache ever since, and during the 
last two weeks before admission had begun to 
lose the use of her right arm and leg. On admis¬ 
sion she was dull and had right hemiplegia together 


seen with the naked eye was a small discoloured 
spot in the pyramidal region on the left side of 
the pons. This, when examined microscopically, 
showed the lesions represented in the figures given 
above, which are all taken from this case. 

The course of these cases is various. Sometimes 
they get better. Sometimes they remain with 
spasticity and contracture, as in the first case 
quoted, and sometimes, as in the last case, they 
die in coma. When they recover there is some¬ 
times left a mental defect, such as hysterical 
| laughter. I remember in 1881 we had a man 
who was taken with a convulsion while asleep on 
board ship. He was 40 years of age. He became 
insensible and was hemiplegic on the left side when 
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he recovered, and he had great frontal headache at 
the time. He was admitted six weeks later, when 
he had ptosis of the left eye, paralysis of the left 
side of the face and hemiplegia of the left side. 
He had severe fronto-temporal headache on the 
left side also, which was much worse by night. He 
improved rapidly under full doses of iodide of 
potassium, but was subject to attacks of uncon¬ 
trollable laughter, which in a man of that age 
appeared very ridiculous. Another consequence 
that I have seen is athetosis. A woman, jet. 34 
years, was in our wards in 1896. She was attacked 
with sudden aphasia on August 9th, and the next day 


attacks of paralysis, from uraemia, from hysteria, 
and from cases of general paralysis. Further, 
Professor Mitchell Clarke, in the ‘British Medical 
Journal’ of 1910, has published a remarkable 
account of a family in which recurrent hemiplegia 
accompanied attacks of migraine. Such cases would 
be very difficult to distinguish from syphilitic disease 
except by watching their course. 

So far I have spoken only of vascular disease. 
Syphilis also affects the meninges of the brain, as 
a chronic meningitis producing gelatinous thicken¬ 
ing and opacity of the pia mater. In rare instances 
it is general, but it is much more commonly a local 



Fig. 4.—Dilatation of neighbouring vessels. 


had pins and needles in her right hand, with some 
weakness both of the hand and of the same side 
of the face. A few days later she was admitted 
into one of the wards with these symptoms accom¬ 
panied with ulcers of the tertiary type in various 
parts. A few weeks after the onset of the paralysis 
she began to have disorderly movements of the 
right arm, so severe that she had to hold it under 
the pillow to keep it still. The right leg was still 
when lying in bed but was thrown in all directions 
when she attempted to walk. She improved very 
greatly under iodide of potassium. 

These cases have to be differentiated from cases 
of cerebral tumour, from disseminated sclerosis, 
in which disease there is also a liability to transient 


patch, and may lie either over the cortex of the 
brain or at the base. The three great symptoms 
of syphilitic meningitis are headache, optic neuritis 
and vomiting. We have had the following two 
cases in the last two years, which are typical in¬ 
stances. 

The first patient was jet. 38 years, single, and 
had been subject to pain in her head two years ago, 
which was relieved for a time. Five weeks ago it 
returned, making her so ill that she was unable to 
work. It was accompanied by vomiting, of the 
cerebral type. Three or four months ago she had 
an ill-described fit, in which she lost her speech, 
but apparently did not lose consciousness, and two 
weeks ago she had temporarily lost the use of her 
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left hand. There was slight optic neuritis in both 
eyes, some difficulty in cerebration and some loss 
of memory. A Wassermann reaction of the blood 
was positive, and she was discharged recovered 
after treatment with large doses of iodide of potas¬ 
sium. 

The second patient was set. 44 years, and he had 
an infection nine months before admission. Two 
months ago he fell out of bed and was unconscious 
for three hours after it. I thought it had been 
some kind of fit. Severe frontal headache per¬ 
sisted for six days and traces of it remained for six 
weeks. There was no vomiting or giddiness at the 
time. Nine days ago he woke up with a recur¬ 
rence of very severe frontal headache, which had 
recurred ever since in paroxysms. The paroxysm 
was so severe that he could hardly talk during it, 
and answered questions only after a long pause. 
His vision was good and yet he had the severest 
double optic neuritis that I have ever seen. The 
haemorrhages round the disc gave it the appearance 
of a red sea anemone. For a long time he showed 
no improvement, but eventually lost both the 
headache and the optic neuritis, and is now appa¬ 
rently perfectly well and at work two years after his 
discharge. 

The distinction of such cases from cases of 
cerebral tumour is really almost impossible. The 
history of infection and the presence of the Was¬ 
sermann reaction in the blood render it at any rate 
probable that the case is merely one of syphilitic 
meningitis, and treatment with anti-syphilitic reme¬ 
dies should, of course, be at once undertaken and 
persevered with. The case last quoted is an in¬ 
stance which will always make me hopeful of a cure, 
even in obstinate cases, for this man left the hos¬ 
pital with his discs in the same condition as at first, 
and I heard three months later that he was still 
suffering severely with headache, in spite of the 
continuance of anti-syphilitic remedies for full five 
months. And yet he has completely recovered. 

I have said before that the history of syphilis 
and the youth of the patient are two important 
points in diagnosis. I will add one or two further 
points of a general character. 

The commonest age for cerebral syphilis to occur 
is between thirty and forty. It is much more 
common in men than in women. It appears that 
injury and alcoholism are both predisposing causes. 
It often occurs quite early after infection, even 


within the first twelve months. And it has been 
suspected that some syphilitic infections are more 
prone to produce nervous symptoms than others. 
From a good many statistics it seems clear that 
the treatment of the original attack has little in¬ 
fluence in preventing intra-cranial syphilis. For 
instance, of 443 cases collected by Nonne 34 per 
cent, had been untreated, 40 per cent, had been 
treated, and 26 per cent, had been treated severely 
and persistently. In some cases cerebral symptoms 
come on actually during the treatment of the case, 
as do other syphilitic symptoms such as condylo- 
mata or ulcers in the skin. And lastly, the severity 
of the original attack of syphilis is no guide to the 
liability of the patient to subsequent affection of 
the brain. 

March 4 tk, 1912. 


We have received from Mr. Edward Arnold a copy 
of 4 Practical Anatomy : the Student’s Dissecting 
Manual,’ by F. G. Parsons, F.R.C.S., and William 
Wright, M.B., D.Sc., F.R.C.S. This useful work 
is published in two volumes, the first volume 
being devoted to the dissection of the head and 
neck and the lower extremity, and vol. ii to the 
thorax, abdomen, pelvis, and upper extremity. 
The books are well illustrated throughout, contain¬ 
ing 33 2 diagrams, sketches, etc., and many of 
these are arranged to show the parts from a some¬ 
what different point of view to the one seen in the 
student’s usual dissection, in order to help him to 
acquire a sense of topography. The authors state 
that it has been their endeavour to lay stress, 
first, on the technical methods of displaying the 
various structures successfully; and secondly, on 
the positions and relations of structures which ex¬ 
perience shows are of practical importance. In 
their general hints on dissecting, the point whi<;h 
the authors wish to impress most strongly upon the 
student is that in dissecting the human body, he 
is about to make a complete and systematic inves¬ 
tigation for himself, and that he will reap three 
separate and distinct advantages from the process : 
He Will learn to observe and record things as they 
really are ; he will learn the structure of the human 
body, in curing the ills of which his life will probably 
be spent; and he will acquire a technical skill in 
the use of several instruments. 
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A LECTURE 

ON 

UNUSUAL HEMORRHAGES AT 
PUBERTY AND THE MENOPAUSE. 

Delivered at the Polyclinic. 

By T. G. STEVENS, M.D., F.R.C.S., 
Surgeon to the Hospital for Women, Soho Square; 
Physician to Out-patients, Queen Charlotte’s 
Lying-in Hospital. 


Ladies and Gentlemen, —I have chosen the 
subject of unusual haemorrhages at puberty and 
the menopause as my subject because it is one 
that we all meet with and are familiar with, and 
it is one which is often of great trouble to us. 
Cases of severe haemorrhage at the extremes of life 
are apt to be very serious, and are apt to baffle us 
with regard to treatment, and therefore perhaps 
anything which will help you to throw light upon 
them is worth having. It is no unusual thing to 
meet with quite young girls in whom menstruation 
is just starting who are bleeding so severely as to 
render them absolutely anaemic. It is not unknown 
that girls have died as a result of profuse haemor¬ 
rhage at the onset of the menses. Now, these 
cases are to some extent a little mysterious, because 
when we look at haemorrhage at puberty or at the 
menopause we find at these extremes of life that 
menstruation is apt to be irregular and unusual in 
duration and in quantity. It appears as if those 
very general metabolic changes which lead to the 
commencement of menstruation and its cessation 
are irregularly arranged for by the economy. We 
do not quite know yet what it is which positively 
leads to menstruation. We believe it is nothing 
peculiar to the generative organs themselves, but 
that it is an expression of the general bodily meta¬ 
bolism showing itself in girls at that time when they 
should become ready to fulfil the functions of 
generation. Now, it is likely that this function is 
largely under the control of the ductless glands. 
Taking the four which are well known—on the one 
hand, the ovary and thyroid, producing an internal 
secretion, which is a vaso-dilator, and on the other 
hand the supra-renal and pituitary, producing a 
secretion which is a vasoconstrictor—it seems 
probable, though’by no means proved, that the 
inter-connection of these four secretions from 


1 

: ductless glands makes for the harmonious working 
| of the economy in general; and menstruation, as 
I an expression, of the harmonious working of the 
economy, depends largely on the proper balance 
being maintained between these four ductless 
I glands. There may be others, but those four at 
| all events we know something about. It is a truism 
I that the thyroid develops very largely at puberty, 

* and that it may have some influence on menstrua¬ 
tion and its onset is more than likely. How it has 
this influence is not quite certain, but recent 
researches, especially by Blair Bell, of Liverpool, 
tend to show that menstruation depends very 
largely upon the calcium metabolism of the body, 

| that for the menstrual function to be properly 
| carried out there must be a due proportion of 
I calcium in the blood. I cannot g 6 into the 
j reasons for this, but I might just mention that 
j at those times when there is a large necessity for 
I calcium metabolism in other directions, I mean 
; during lactation, menstruation is in abeyance. I 
1 can also instance the menstrual flow itself, which 
contains a far larger proportion of calcium salts 
than the general circulating blood. These two 
facts at all events point to some profound influence 
I of the calcium metabolism of the body upon the 
j menstrual function. This being so, it is not un¬ 
reasonable for us to see that irregular, profuse 
! haemorrhage, both at the onset of menstruation 
! and at the menopause, may be dependent upon 
some deficiency in the calcium content of the 
blood. The actual estimation of the amount of 
calcium salts in the blood is one of considerable 
I difficulty. It has been undertaken, and the re¬ 
searches go to show that where menstruation is 
absent, or even profuse, there is a deficiency of 
calcium in the blood. That may seem to be 
somewhat of a paradox, that absence of, or 
deficiency of calcium should produce both 
amenorrhoea and menorrhagia. But it is not so 
when we consider the question in detail. A due 
amount of calcium in the blood is a necessity for 
the commencement of menstruation. After the 
| flow has been going on for some time the coagula- 
| tion of the blood, which no doubt plays a part in 
the cessation of the menstrual flow, will not take 
place unless there is a due amount of calcium 
in the blood. Consequently an amount which is 
only just sufficient to bring on menstruation may 
be insufficient to stop it. In that way the 


344 The Clinical Journal.] 


DR. STEVENS. 


[ Mar. 6,1912. 


apparent paradox is explained. There is another 
side to the question, and that is that the muscular 
fibres of the uterus in a girl at puberty are still 
undeveloped in many instances, and that imperfect 
muscular contractions may have an important 
bearing upon the vascular control of the uterus. 
That is very much so at all ages of life. The 
circulation through the uterus, just as through the 
limbs, is dependent very largely upon the muscles 
for control. Where the uterine muscle is im¬ 
perfect there will be, at all events theoretically, a 
tendency to venous congestion, and that will 
predispose to a prolongation of the menstrual 
flow and to excessive loss. I think I have said 
enough on the theoretical side to show you that at 
all events profuse menstruation in young girls is not 
mysterious.* 

When you meet with a case of this kind the 
history generally is that the first period was 
profuse, that perhaps there was a longer interval 
than you might have expected before the next one 
appeared. That was probably more profuse, then 
the intervals became short, and in some cases 
continuous haemorrhage may have gone on for 
several weeks, ceasing, perhaps, for a week, and 
then going on again, until at last the patient is 
rendered perfectly anaemic, dyspnceic, suffering in 
every way from secondary anaemia. You might 
have expected that these cases would gradually 
right themselves, and no doubt many of them do. 
Those, however, which right themselves are not 
the worst cases. The worst cases always find 
their way to the doctor. What is to be done with 
them ? Drug treatment is practically the only 
thing necessary. But you must not overlook the 
fact that a certain number of cases of growths of 
the uterus do occur in young girls. For instance, 
there is one growth which occurs almost entirely i 
in the young, the grape-like sarcoma of the cervix. I | 
do not say that this possibility is a reason for vaginal 
examination in every girl that is brought to you : by 
no means. In the case of growths the bleeding 
is almost always continuous, pain is superadded, 
and there are other symptoms, like bladder 
symptoms, rectal tenesmus, etc. As a rule some¬ 
thing will draw your attention to the possibility of 
a serious growth. You may say these growths are 
very rare. They are, and I have not seen one in 
the flesh, but we may come across them, and 
therefore we should not overlook the possibility. 


Then the common mucous polypus of the cervix 
will occur in girls. It is not common, but when it 
occurs it may give rise to continuous haemor¬ 
rhage, which is not menstruation, however. There¬ 
fore we have not many fallacies to guard against 
in this connection. First and foremost in your 
treatment of a case of this kind calcium salts must 
be given, and in many instances that alone is 
sufficient to effect what I should call a readjust¬ 
ment of the antagonism between the ductless 
glands. Personally I prefer to give calcium 
lactate, because it is better absorbed and not so 
nauseous to the patient as calcium chloride. To 
get a due amount into the circulation you must 
give large doses ; give half a drachm of calcium 
lactate every other night for six weeks or two 
months. That will not be found to be too much. 
As far as I can see, it is useless to give such doses 
as ten grains three times a day, the reason being 
that this drug is absorbed so slowly that it passes 
through and is got rid of before any appreciable 
quantity has been absorbed. The doses should be 
given in half a pint of water, so as to make sure 
there is enough water to keep the salt in solution. 
As the uterine muscle may also be partly at fault, 
I am in the habit of giving ergot in these cases as 
well. It is the custom nowadays to decry the 
giving of ergot in the treatment of uterine haemor¬ 
rhages, but I do not feel any doubt myself that-a 
good preparation of ergot is exceedingly valuable. 
But, of course, there is the difficulty of obtaining a 
preparation of ergot which is physiologically active. 
It depends on the druggist who makes it and on 
the physiological testing of the drug. It is useless 
to employ ergot unless it has been physiologically 
tested. I never hesitate to give a drachm dose of the 
liquid extract of ergot three times a day. You will 
not get a definite effect unless you give a large 
dose. And I think it is better to give the ergot 
with an acid rather than with an alkali. You can 
give it with sulphuric acid, ioilf to a drachm of 
liquid extract of ergot three times a day. You 
may be disappointed for several weeks in your 
treatment of this sort of case, but you generally 
find that after the ergot and calcium lactate have 
been given for three or four weeks continuously, 
the next period is not of such long duration. 
Perhaps it is just as profuse in quantity, but it h as 
been curtailed in time, and as a rule you will find 
steady improvement. If it does not happen on 
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this treatment it is very difficult to know what 
should be done. Sometimes you find that the 
patients are fat, heavy, plethoric individuals, the 
kind of girls* who are suffering from want of 
thyroid secretion, and in their cases I am sure 
there is no objection to giving a small dose of 
thyroid extract. You can only tell by gradually 
increasing from a small dose whether any person 
will be able to stand thyroid extract at all. Some 
of them suffer from it very severely, others take it 
quite easily, and in the latter, of course, larger 
doses can be given. But I think it is better to 
begin with one grain once a day and watch the 
effect, and if there is no marked effect, give one 
grain three times a day. As a rule, however, 
steady improvement comes with giving calcium 
lactate and ergot preparations. There is no neces¬ 
sity for operating in these cases, and there is 
rarely necessity to do anything local at all. I once 
saw a case in a girl, net. 19 years, in whom there 
was haemorrhage so profuse that her pulse was 
160, and she looked as if she were dying. This 
had been going on for some time. There was no 
history of anything which could lead one to 
suspect pregnancy, and the uterus did not feel as 
if it had been pregnant. She was a single girl and 
there was no growth of any kind. I could only 
suppose it was deficient calcium metabolism and 
that the profuse haemorrhage occurred on that 
account. We stopped the haemorrhage in that 
case by plugging the uterus, and it was not difficult 
to do, because the uterine cavity is often somewhat 
dilated in these people. By means of a square- 
ended sound a strip of gauze was plugged into the 
uterus, and rammed in somewhat tightly, without 
an anaesthetic. The bleeding at once stopped. 
We gave her also large doses of calcium salts and 
iron to restore her condition because she was 
so anaemic. There is no fear of causing more 
haemorrhage by giving iron. She gradually im¬ 
proved, and as far as I know she had no further 
trouble. It was an alarming case, and had she 
been left for another twenty-four hours she pro¬ 
bably would have died. 

Now turning to the other extreme of life, namely 
towards the menopause, I do .not propose to limit 
myself to women at the menopause only, but I 
shall refer to women of forty or over. In these 
women profuse haemorrhages are liable to occur 
for several reasons, and we often have consider¬ 


able difficulty in making out what is the cause 
in a particular case. I believe the majority of 
women do not reach the menopause until they 
are forty-eight; but as they approach the meno¬ 
pause the haemorrhages become irregular, and very 
often they are profuse without there being any 
definite evidence of a lesion at all. In other 
words we see reproduced exactly the condition 
| which I have been talking about in young girls, 
namely a want of balance of metabolism in 
general, leading to some disturbance of the ductless 
glands which preside over the function of menstrua¬ 
tion. I need hardly say that we are not justified in 
making this diagnosis without the most careful 
examination of our patients, because we can never 
overlook the possibility of a malignant growth 
I being present in the uterus at this age. Apropos oi 
that, we cannot overlook the possibility of a malig¬ 
nant growth at any age from twenty onwards 
in the uterus, because carcinomata may occur 
, there at any time after twenty years of age. But 
it is a fact that cancer of the body of the uterus 
i does not occur at such youthful ages as carcinoma 
of the cervix. Of course, the difficulty of diagnosing 
cancer of the body of the uterus in a woman who 
j is near the menopause is very great. In fact it 
practically becomes an impossibility unless we can, 
by means of the curette, find out what the inside 
of the uterus is like. So it practically comes to 
t this, that any woman who has profuse blood loss 
for long periods of time ought always to be sub¬ 
jected to exploratory curettage, in order to be quite 
certain whether there is or is not a growth present. 
The kind of cases where one would not always 
find it necessary to do that are those who say, “ My 
periods are very irregular; I sometimes go four 
j weeks, sometimes six weeks, sometimes three 
' months, and when it comes on I have flooding.” 

| Any woman who gives you that history has almost 
certainly no growth, because if cancer of the body 
of the uterus produces any definite symptom at all 
it is that of a constant blood-stained discharge, 
and you have to be very careful to find out whether 
there is any blood-stained discharge between the 
periods. You should even go to the length of 
putting a leading question on the point so as to 
have this information. If there is none it is not 
likely to be a growth, and it is almost certain that 
you have to deal with a case of haemorrhage 
dependent upon general metabolism rather than 
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upon local lesions. But even then there is another 
side to the question, and that is the influence of 
what has always been known as endometritis in 
helping to keep up haemorrhages at the meno¬ 
pause. When a patient has thickening of the 
endometrium and has suffered from more or less 
profuse menstruation for several years, the proba- | 
bility is that menstruation will be continued j 
beyond the normal time, and as the time of the 
menopause approaches the periods will become j 
even more profuse than they have been heretofore, j 
The reason of that is not far to seek. In addition 
to suffering from some deficiency of calcium I 
metabolism, this patient also has thickening and 
undue vascularity of the lining of the uterus. She 
also has a commencing atrophy of the uterine 
muscle, and between these three things the 
haemorrhage will be rendered more profuse than 
if only one of the three were present. Therefore, [ 
on these grounds curettage is necessary in most | 
cases of that kind. By removing the endometrium I 
you eliminate, at all events, one factor in the pro- j 
duction of these profuse losses. I shall have ! 
something further to say about this. 

I want now to speak about a third lesion, one 
about which much has been said and written 
lately, and which is responsible, perhaps, for some of I 
the worst haemorrhages we ever see in women about 
forty years of age; I mean fibrosis of the uterus, j 
This is a condition about which we have only 
recently become fully acquainted. There was a 
description applied to this disease in the older text¬ 
books, namely, chronic metritis, meaning thereby ; 
an inflammation of the muscular wall of the uterus. i 
The unfortunate part about it was that it was | 
scarcely ever possible to demonstrate any inflam¬ 
mation at all in the uterine muscle in these so- 
called cases of chronic metritis, just as it is almost 1 
impossible to demonstrate any typical inflammation i 
in the cases of so-called chronic endometritis. The j 
history of these cases of fibrosis uteri is this: that 
the patient as a rule has had children. Perhaps she 
has had only one, so that there has been relative 
sterility. She may have suffered from uterine dis¬ 
charges pointing to chronic endometritis, pointing 
perhaps to cervical catarrh. She finds that as she | 
gets older, reaching forty years or over, the periods 
begin to get very profuse and they are liable to con¬ 
tinue for long times; sometimes they may extend to 
several weeks, leaving the patient very exhausted 


and anaemic. It is quite a different history from that 
of bleeding resulting from fibroids, in which the 
patient has perfectly regular periods, perhaps lasting 
too long, perhaps being very profusf, and making 
the patient anaemic, but always keeping their proper 
periodicity. When you come to examine the patient 
you generally find a uterus which is elongated to 
the touch, which is a little enlarged and bulky in 
all diameters, but which is hard and rigid. If you 
could take out that uterus and examine it from 
every point of view—lining, muscle, fibrous tissue— 
yop would find as a rule that there was only a 
little thickening of the endometrium, but that the 
muscle tissue of the uterus is being gradually 
replaced by fibrous tissue. Of course, there is 
always fibrous tissue in the muscular wall of the 
uterus; unstriped muscle bundles are enclosed in 
a capsule of fibrous tissue which is easily stained 
by certain dyes, and can be estimated roughly by 
its thickness and its appearance. Now in this 
condition of fibrosis, this capsule which encloses 
the muscle bundles is thicker than usual, and 
the process extends in amongst the individual 
muscle-cells. The process of fibrous degeneration 
spreads to the walls of the blood-vessels, so that 
the muscle-walls become several times their normal 
thickness. When vessels undergo this fibrous 
transformation there is always degeneration as well, 
so that some of the vessels show what we call 
hyaline changes; fibrillation disappears and they 
have the glossy appearance which is sometimes 
seen in cases of atheroma. Here, therefore, we 
have a condition very much allied to chronic 
arterio-sclerosis affecting not only the vessels 
but also the muscular wall of the uterus in 
general. What is the process which brings this 
about? I do not think we know. But it is more 
than probable, reasoning from the analogy of other 
organs, that it really is a chronic inflammatory 
process, possibly dependent upon some very mild 
chronic infection of the uterus acquired early in 
life, perhaps after the one pregnancy which is so 
often the case. As far as we know there is no 
other aetiological factor. These patients have no 
renal disease as a rule and they do not show other 
signs of arterio-sclerosis. They have not tubal or 
ovarian disease, their hearts are normal, their 
muscular system otherwise is well-developed. 
Therefore it is something sui generis affecting the 
| uterus, but probably not really mysterious, because 
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there is plentiful evidence of some chronic inflam¬ 
matory change, at all events in the lining mem¬ 
brane, for many years. 

The difficulty in these cases lies in the diagnosis. 
You see the history is not that of simple endo¬ 
metritis, because simple endometritis is accompanied 
by a pure menorrhagia as a rule. The history is 
not that of fibroids because fibroids are accom¬ 
panied by pure menorrhagia. Speaking of this, 
one may say that fibroids owe their menorrhagia 
to the endometritis which accompanies them, 
because we know that if a fibroid projects on the 
peritoneal surface of the uterus it does not cause 
menorrhagia; it is not merely the presence of the 
fibroid in the wall of the uterus which causes 
bleeding, but it is the accompanying endometritis. 
So the history is not that of endometritis nor of 
fibroids, and it is not that of cancer, because these 
patients may have a history of profuse haemorrhage 
lasting for years with great irregularity, with 
definite periods, in some cases, in which they are 
free from blood losses. Practically in no case of 
uterine cancer is there a period perfectly free from 
blood loss. Exercise will nearly always bring it 
on; defaecation and any other strain will cause ^ 
haemorrhage to start in cases of cancer, and of 
course the histories are not so long in cases of | 
cancer. We must not forget the possibility of 
subinvolution from an overlooked miscarriage as 
being a possible source of this bleeding. We 
must not forget that miscarriages do not by any 
means always have preceding amenorrhoea. I am 
convinced that it is easy for a patient to be, say, a 
fortnight pregnant, that is to say, to have con¬ 
ceived just a fortnight, and then miscarry on 
the day when* the next menstrual period is 
due, and if the whole contents of the uterus are 
not got rid of, that patient may have a subinvolu¬ 
tion lasting for many months, perhaps landing her 
into a condition of chronic fibrosis years afterwards. 
So there is something in the history which is of 
great help in the question of diagnosis. But even 
then the diagnosis is not certain. We cannot say 
certainly there is no cancer in that uterus, or that the 
whole symptoms may not be due to endometritis, 
because if you get endometritis with one small poly¬ 
pus sticking out from the fundus into the cavity of 
the uterus, you may have the most bizarre symptoms ! 
of bleeding which will simulate* cancer, or fibrosis I 
or any lesions which will produce uterine bleeding. 


Therefore we come back to the old theme, that 
when faced with a case of this sort you can make 
a provisional diagnosis, but you cannot be certain 
of it until the interior of the uterus has been 
explored. 

Having spoken of endometritis, cancer, fibrosis 
uteri, we have dealt with the three common lesions 
j which produce haemorrhages in the later periods of 
life. 

Cases of great enlargement of the uterus by fibroids 
will give all these peculiar haemorrhages; for 
although fibroids in themselves give rise to pure 
menorrhagia as a rule, if one of these fibroids is 
submucous and is projecting into the uterine 
j cavity, and is being gradually extruded through the 
1 cervical canal, you will again find irregular bleed¬ 
ing from the congested half-strangulated tumour, 
which will be increased at the menstrual periods. 
It will be absent sometimes, coming on again at 
other times, in fact always irregular. But of 
course with any great enlargement of the uterus 
the diagnosis of fibrosis uteri is out of the question 
because it never produces any great enlargement. 
I should like to warn you here as to your means of 
diagnosing enlargement of the uterus. Twenty 
years ago the uterine sound was relied upon 
entirely as a means of diagnosing enlargement of 
the uterus. I always consider that the sound is 
one of the most dangerous instruments in our 
armamentarium. It is very easy to pass, and 
it is very comforting to pass it and feel that it 
only enters two and a half inches into the uterus, 
and you can assure the patient thereby that the 
uterus is not enlarged. But you cannot assure 
the patient when you have passed the sound that 
you have not introduced some infection from your 
fingers or from Ahe vagina or her vulva. And 
there are many cases on record, and not on record— 
particularly the latter—in which infection has been 
carried in by the sound and has caused salpingitis, 
salpingo-ovaritis, local peritonitis, and culminated in 
abdominal section. I know of cases which can be 
absolutely traced to the passage of the sound. 
There is always the risk, too, of interfering with a 
pregnancy which was not expected or known to 
exist, and also the risk of perforating the uterus 
with the sound. It is especially easy to perforate 
the uterus when it is in a condition of fibrosis, for 
although fibrous the walls are soft and oppose very 
little resistance to the passage of the sound. 
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Therefore I say be content to estimate the size of 
the uterus by your fingers ; it only requires a little 
practice, putting the fingers under the cervix and 
pushing it towards the abdominal wall. In that 
way we can get the uterus between our two hands 
lengthwise rather than breadthwise as we get it in 
bimanual examination. A little practice will 
enable you to determine within half an inch how ! 
big it is. You need not trouble about refinements 
such as an eighth of an inch. The only other 
thing which the sound will tell you is the direction 
of the uterine cavity. That is not of the slightest 
importance unless you have to perform an opera¬ 
tion. If you have to perform an operation on the 
interior of the uterus certainly you want to know 
the direction of the cavity, and if you want to 
explore it you want to pass the sound in the 
proper direction. But it is not of interest from 
the point of view of the clinical diagnosis whether 
the direction of the cavity is forwards or back¬ 
wards. If you feel a retro verted uterus you will 
know that the sound will pass backwards. There¬ 
fore I say use the sound for any purpose you like 
except to pass into the uterus. 

Suppose these cases of profuse haemorrhage are 
anomalous, and have neither a history of endome¬ 
tritis nor a history of cancer, nor the absence of the 
history which practically means fibrosis, what is to 
be done then? They have to be treated on 
general principles. As I have said, if there is the 
slightest suspicion or doubt, the uterus must be 
explored. If the case does not admit of any doubt— 
and after all cancer is the only condition Which 
matters—the case may be treated from the medical 
point of view. I think, personally, that it will be 
far safer in every case of this kind for the uterine 
cavity to be explored. Of course you must not 
take me too seriously and exclusively in that respect. 

I am not an advocate for operating on every case 
of haemorrhage which I see ; but I say that a woman 
who has three weeks’ bleeding right off, and then 
goes a week and begins again, and loses perhaps 
five days, and then stops, and goes a fortnight and 
then begins again, may quite well have a cancer in 
the body of the uterus, at all events one beginning, 
and we are not justified in treating that patient with 
drugs until we have explored the interior of the 
uterus to make certain there is no growth. YVe 
must not forget that cancer of the cervix will some¬ 
times simulate these things, and of course a very 


simple examination will suffice to eliminate that. 
When you examine a patient with cancer of the 
neck of the uterus, or of the cervix itself, you must 
not be led away by the hardness which you en¬ 
counter. I often see patients who are sent up 
with the history that their cervix is very hard, to 
know if there is any malignant growth. Hardness 
of the cervix in itself is not a characteristic sign of 
malignant growth at all. The hardest cervix uteri 
you come across is the fibrous one, that which is 
produced by chronic inflammatory changes ; it is 
; as hard and tough as boot-leather. But if you 
mean a friable hardness, brittleness, you have just 
the difference between the malignant cervix and 
the inflammatory one. The smallest carcinoma of 
the cervix will produce a little hard patch which 
the finger will break down, which will bleed 
with the slightest touch, and which causes 
| haemorrhage on exertion of almost any kind. 

| So there should not be any difficulty in diagnosing 
a small or early cancerous growth of the cervix. 
If a doubtful condition of the cervix exists, nothing 
is easier than to lay hold of the cervix with the 
tenaculum and cut out a good wedge with scissors 
from the affected part. It can be done so quickly 
that the patient scarcely knows it is done. If she 
is too sensitive a srqall amount of cocaine solution 
on a swab placed against it will make it insensitive 
enough to enable you to cut out a wedge. The 
mistake which is often made in dealing with these 
doubtful cases of cancer of the cervix is to scrape 
off a fragment with anything which may happen to 
be at hand, such as an ear spud out of a pocket 
case. But such a fragment as that is useless for 
! diagnostic purposes; you must have a good-sized 
piece and cut it out deliberately,^including the 
doubtful area and the normal tissues beyond it, so 
as to make a definite diagnosis. I introduce the 
subject of cancer on the cervix to warn you that 
occasionally you will come across one in a patient 
whose history did not sound quite like that of such 
a case. 

With regard to the operation of curettage in 
these cases, it must be undertaken from two points 
of view : first diagnostic, second curative. It can- 
| not be done in a perfunctory manner, that is to 
say, without anaesthesia. I have done it without 
an anaesthetic, but I do not like to, because it is a 
painful procedure; it is painful because the passage 
! of dilators through the internal os and the stretch- 
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ing gives rise to pain; but the mere taking 
hold of the cervix with a sharp tenaculum does 
not cause pain of any importance. The patient will 
also allow you to pass one or two dilators without 
complaining much. But you cannot get a satis¬ 
factory curettage of the whole endometrium unless 
you dilate to somewhere about a No. 14 or No. 
16 Hegar, and that necessitates anaesthesia. 
Further, if the operation is undertaken at all, it 
must be done with asepsis. Too many operations 
for curettage are done without proper aseptic pre¬ 
cautions. It is not sufficient to douche out the 
vagina with 1 in 1000 perchloride of mercury 
for two minutes before doing this operation. No 
vagina can be cleansed by a perfunctory douche 
of that nature. To cleanse a vagina properly 
before doing curettage for any purpose it must 
be first of all swabbed out with ether soap. It is 
best to pour ether soap in, and then swab with 
absorbent wool which must be sterile in sterile 
forceps. After a thorough swabbing of this kind, 
it is well to use an antiseptic which will mix with 
soap. I think lysol is the best, 2 drachms to the 
pint. When this is thoroughly done and properly 
scrubbed out the vagina is made about as aseptic 
as it can be made, and it is as aseptic as abdominal 
skin which has been prepared for an abdominal 
section. There is no objection to painting the 
whole vaginal wall with tincture of iodine, but 
there is a prejudice against it, and one never quite 
m knows what the effect will be. But in most people 
swabbing the whole vaginal wall with tincture of 
iodine does no harm. You can swab it over with 
a saturated solution of picric acid in alcohol. So 
there need be no fear in your efforts to make it 
clean. After dilatation is complete a sharp curette 
is used to bring away anything which is to be 
found in the lining of the uterus. And when 
fragments of the uterus are removed in this way 
they have to be sent to a pathologist. And in 
order to get the best results out of that pathologist 
you must do something for him ; it is not sufficient 
to scoop up half a handful of blood-clot in which 
you believe.the fragments to be included, put them 
into a bottle and send them to the pathologist. 
If he does not get the specimen within twenty- 
four hours, maceration will have taken place in 
the serum from the blood, and the specimen will 
be almost spoilt for diagnostic purposes if there is 
difficulty. You should at once wash these frag¬ 


ments in plain water, or in salt solution, and then 
pick out the greyish-looking pieces, which can 
always be easily distinguished from the blood-clot 
with which they are mixed. These pieces may be 
fragments of thickened endometrium, normal 
endometrium, or of malignant growth. There is a 
useful rough guide which will tell you almost at 
once whether what you are dealing with is 
malignant or not. In the case* of thickened 
endometrium, due to endometritis, the sharp 
curette always brings away a strip of gelatinous 
material, varying in thickness from an eighth of 
an inch to a quarter of an inch, but it is always in 
strips, whereas if you happen to meet with carci¬ 
noma of the body of the uterus, the material which 
you get is in irregular lumps, just as if you were to 
stick the curette into a piece of cheese, and dig a 
piece out. It comes off in thick, irregular cheesy 
lumps. But being mixed with blood it is often 
difficult to distinguish until you have washed the 
pieces free. When you have obtained these 
pieces you put them into a fixing fluid, so that 
when the pathologist gets them they will -be in a 
suitable condition for him to start his process. 
There is no better fixing agent than 10 per cent, 
formalin in normal salt solution. The use of 
normal salt solution here sounds rather unneces¬ 
sary, but it makes all the difference to the cutting 
and staining of specimens if the formalin has 
been diluted with normal salt solution instead of 
with water. By these means you will never have 
the reproach before you of having overlooked a 
case of cancer of the body of the uterus. The 
difficulty is that they are not common but they 
are sufficiently common to be overlooked very 
often, and therefore as we improve our technique 
and our treatment, we must not neglect a simple 
operation of this kind. It can never be absolutely 
unproductive, because if the patient has endo¬ 
metritis she will be cured, and if she has cancer 
some further treatment can be adopted which will 
give her the chance of cure, and if she has fibrosis 
we shall know what we ought to do. 

The treatment of fibrosis is the least satisfactory 
of all, because whatever drugs you use in a real 
case, as a rule very little good effect is produced. 
Ergot makes the patients worse, because it raises 
their blood-pressure, both in the pelvis and in the 
other parts, and the haemorrhage usually is more 
profuse. One hoped for much from the use of 
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calcium lactate, and no doubt sometimes it does 
good, but more often its effects are disappointing. 
Where the vessels are incapable of any sort of con¬ 
traction, increased coagulability will not help very 
much to stop bleeding from an organ like the 
uterus. The proprietary preparations, styptol and 
stypticine, have been found to do good in some of 
these cases, because they are opium derivatives, 
and they have the effect of depressing the circula¬ 
tion in general, and lowering the blood-pressure. 
In that way haemorrhage is often lessened. One had 
hoped that possibly amyl nitrite, or better, nitro¬ 
glycerine, might do some good in these cases by 
lowering blood-pressure, for nitro-glycerine will 
lower the blood-pressure for a rather longer time 
than nitrite of amyl. But I havejiot had very good 
results from these. And it comes to this, that 
when you have a real authentic case of fibrosis 
uteri to deal with, as a general rule that uterus has 
to be removed, and it is better that you should 
recognise that fact early than late. It is better to 
remove the uterus when the patient is in a fairly 
good condition than it is to wait until she is almost 
at death's door from secondary anaemia before 
attempting to operate. 

The case of profuse haemorrhage which is depen¬ 
dent upon none of these things is usually amenable 
to that treatment which will lower blood-pressure : 
iodide of potassium, nitro-glycerine, sometimes 
thyroid extract, often combined with ergot and 
calcium lactate. Hydrastis and hamamelis have 
very little efficacy. Cases which have none of the 
causes I have mentioned can be tided over the 
time until the menopause itself occurs, for they 
will usually react to one of these drugs. 

March %th y 1912. 


Respiration Sign of Aneurysm of the 
Aorta. —A patient with considerable dyspnoea 
from compression of the trachea by the aneurysm, 
breathed with a single strained inspiration but ex¬ 
piration proceeded in a series of jerks. This is 
explained by von Hoesslin as due to the diastolic 
emptying of the aneurysm with each heart-beat, 
the jerks being synchronous with the pulse, the 
blood-wave as it passed along each time lowering 
the pressure within the aneurysm. This jerky 
diastolic expiration kept up for a few days until 
death in the case reported.— Journ . A.M.A ., vol. 
lviii, No. 6. 


RETROGRADE ENTERIC INTUS¬ 
SUSCEPTION.* 

By L. A. DUNN, M.S., F.R.C.S., 

Consulting Surgeon, St. Mary’s Children’s Hospital, 
Plaistow. 


The patient, a Hebrew boy, set. 2 years, was 
admitted into the East London Children's Hospital 
under my care on February 22nd, 1902, suffering 
from intestinal obstruction. 

The history was difficult to obtain, owing to the 
fact that neither parent understood English, and 
the interpreter had only a very elementary know¬ 
ledge of the language. 

It appeared that both parents were healthy, and 
that the patient was the only child. He had always 
been well till six days before admission, when he 
had complained of great pain in the abdomen and 
had vomited. There had been great thirst, and 
when any liquids were given vomiting promptly 
ensued. The bowels had been constipated during 
the entire six days. 

I saw the child soon after admission. He was 
lying on his back, looking pale and shrunken. The 
abdomen was distended, and coils of intestine could 
easily be felt. Nothing in the shape of a tumour 
could be made out on palpating the abdomen. An 
enema which had previously been administered 
brought away some brownish fluid, but nothing# 
definitely faecal. On introducing the finger into 
the rectum the pelvis could be thoroughly explored, 
since, owing to the drowsy, collapsed state of the 
child, little or no resistance was offered. The 
exploring finger encountered a sausage-shaped mass 
movable in the pelvis to the right of the rectum. 
This could be displaced upwards, and was then 
detected by the hand which was palpating the 
abdomen. On withdrawing the finger from the 
rectum, a little of the same brownish fluid was 
evacuated, but there was no trace of any blood¬ 
stained mucus, and no putrescent odour about the 
fluid. Nothing abnormal could be detected in 
the rectum itself. There were no expulsive efforts 
on the part of the child until the finger had been 
introduced to its utmost limit. 

The diagnosis of enteric intussusception having 

* Delivered before the Surgical Section of the Royal 
Society of Medicine. 



The Clinical Journal. ] 


MR. DUNN. 


been made, the patient was prepared for operation. 
The abdomen was cleaned, the limbs were swathed 
in hot cotton-wool, and a large milk and water 
enema was administered, and was promptly returned. 
Chloroform was given, and an incision was made 
in the lower half of the right semilunar line about 
2\ in. long. The tissues were rapidly divided till 
the peritoneum was reached, and then a towel 
which had been wrung out of boiling water was 
held over the abdomen, so that, when exposed, the 
abdominal contents should encounter a moist and hot 
atmosphere. This steaming process was continued 
by means of relays of towels throughout the entire 
operation. The peritoneum was then divided, and 
the finger, which had been dipped into quite hot 
lotion, was inserted into the peritoneal cavity. The 
mass was soon discovered in the pelvis, and after 
some difficulty was delivered from the wound. 
The lower part where the bowel was entering was 
apparently tied down to the right iliac fossa and 
could only just be dragged out of the wound, 
whilst the upper part was quite free. An attempt 
was made to reduce the intussuscepted portion by 
squeezing the gut above, but this was soon given 
up, as the ensheathing gut, which was composed of 
the small intestine, was found to be sloughing in 
one or two places. It was then decided to resect 
the mass, so clamps were placed above and below. 
The lower clamp was difficult to adjust, owing to 
the very small portion of the gut there. The 
mesentery was ligatured in three or four pieces 
and divided between the ligatures and the gut, and 
then the gut itself was cut across above and below 
the mass, between it and the clamps, and the 
portion thus freed was removed. As the gut above 
the upper clamp was a good deal distended, it was 
thought wise to empty it by removal of the clamp. 
This was done, and immediately a quantity of 
blood-stained fluid of a markedly putrescent odour 
escaped into a vessel held for its reception. One 
half of a small Murphy’s button was rapidly tied 
into the cut end of the gut, and this portion 
was wrapped round with iodoform gauze. We then 
attacked the lower part where the bowel had 
entered, and there was so little working room that 
the lower clamp had to be removed before the 
other portion of the button could be introduced. 
Having accomplished this, the button was clamped 
together, and the gut thus united was returned 
after being washed with hot lotion. The abdominal 
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wound was closed in the usual manner, and the 
child was wrapped in hot blankets and taken back to 
bed. The pulse, which was 156 per minute before 
the operation, had become almost imperceptible at 
the wrist, so strychnine was injected and several 
ounces of saline fluid were infused into the sub¬ 
cutaneous tissues of the axillae. 

After the operation the patient became very 
restless, sighing and yawning. The temperature, 
which was just below ioo° F. before the operation, 
rapidly arose to 104° F., and the pulse became 
very feeble and rapid, so at 3 a.m. a pint of warm 
saline fluid was infused into the internal saphena 
vein. The pulse now became stronger and could 
be easily counted, the rate being r6o per minute. 
The bowels acted several times, the motions being 
dark, liquid, and some containing blood. Nutrient 
enemata with brandy were given every four hours 
The temperature remained between 102° F. and 
103° F. the whole day, and the pulse was still very 
rapid. 

At 10 p.m. the temperature fell to between 99 0 
F. and ioo° F., and the pulse became almost im¬ 
perceptible, so at 2 a.m. a second pint of saline 
fluid was injected into the other internal saphena 
vein. This pulled the pulse together, but the 
temperature promptly arose to 104° F. where' it 
remained during the whole of the day; towards 
evening it reached 105° F. and the child expired 
at 10 p.m. The patient had thus lived rather over 
forty-eight hours after the operation. 

Dr. Clive Riviere, pathologist to the hospital, 
reported upon the resected portion as follows : 

Resected piece .—The intussusception was about 
six inches long, green, softening and gangrenous. 
The large intestine was not involved, the inversion 
being of small into small intestine. At the upper 
end appeared a small opening leading into a tube 
within the intestine, and on opening the innermost 
layer of gut, a Meckel’s diverticulum about two 
inches long was found, invaginated into the inner¬ 
most layer of intestine and pointing downwards 
towards the advancing end. t The intussusception 
was readily reduced, though there were recent 
adhesions between the layers. 

Post-mortem .—The abdomen only was opened. 
The caecum was adherent to the abdominal wall in 
flank. There was no general peritonitis. A piece 
of omentum was adherent to the lower end of the 
anastomosed gut. The anastomosis was performed 
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by aid of Murphy’s button and was made just at 
the ileo-csecal valve. The healthy appendix was 
almost touching the anastomosed gut. There was 
fibrinous exudation and adhesions between the 
opposed serous surfaces at the anastomosis. The 
junction appeared to be water-tight, and no oozing 
had occurred. The caecal end was injected and 
the peritoneal coat was inflamed ; the other end 
was more healthy. The ligatured mesenteric stump 
looked greenish and rather sloughy, but there was 
no peritonitis around it. The rest of the intestine 
appeared healthy. There was some gaseous dis¬ 
tension of the small intestine, but very little faecal 
matter in the bowel. In the liver there were fatty 
patches ; the spleen was natural. 

The reason for diagnosing the condition as one 
of enteric intussusception, was the fact that in 
addition to the vomiting and constipation, a 
sausage-shaped mass could be felt. The mass was 
clearly not in the colon or rectum, as it could not 
be discovered by external palpation, and it was 
only when the finger was inserted into the rectum 
that it was discovered loosely hanging in the pelvis. 
Then the presence of visible, coils suggested that 
the obstruction was higher up than usual in the 
alimentary canal. Again, the absence of blood¬ 
stained mucus passed per anuvt made me think 
that it had possibly been absorbed during its 
passage along a greater length of intestine than 
usual. This, however, was not the explanation. 

We assert that the intussusception was retrograde 
because, although at the time of the operation we 
did not see either end of the small intestine, we 
noticed that when the mass was delivered from the 
abdomen, the lower end, the site of entrance of 
the intussusception, was so # tightly tethered that it 
was difficult to adjust the clamp, whereas there was 
plenty of free intestine beyond the advancing end. 
When Dr. Riviere made his inspection, he noted 
that the button was placed “ just at the ileo-caecal 
valve,” and that “ the caecum was adherent to the | 
abdominal wall in the flank.” This accounts for j 
the difficulty we experienced in delivering the lower 
end of the mass where the bowel was entering. 1 
We were clearly working right against the adherent 
caecum. The gut beyond the advancing end of 
the mass could not possibly have been closely con- j 
nected with the caecum, as here there was an 
abundance of small intestine which had to be re- j 
placed into the peritoneal cavity before closing the 


j wound. Hence it is quite certain that what 
appeared to us at the operation to be the lower 
and entering part of the intussusception was really 
so, and therefore the intussusception was travelling 
upwards along the small intestine away from the 
| caecum, /. e . in a retrograde manner. 

March 4th, 1912. 


Some Non-Congenital Affections of the 
Wrist and Hand. —In 1878, under the title of 
‘ “ Die spontane Subluxation der Hand nach vorne,” 
Madelung described a condition of the wrist, 
coming on spontaneously, and not associated with 
injury or disease. Subsequent researches have 
established the fact that the affection is met with 
chiefly in women* and especially in washerwomen 
from wringing clothes, and in pianists. At first it 
is accompanied by pain in the wrist, which is 
sometimes considerable. For a time the defor¬ 
mity is reducible, and in slight cases, if care be 
taken, spontaneous cure may ensue* On the other 
hand it often progresses to a permanent deformity. 
In a well-marked case the following points may be 
observed. On viewing the wrist from its dorsal 
aspect, with the profile of the ulna displayed, the 
lower ends of the bones of the forearm are abnor¬ 
mally prominent, and particularly is this the case 
i with the ulna. On the palmar aspect the upper 
row of the carpus is prominent, particularly the 
pisiform bone, and the flexor tendons stand out. 
When viewed from the radial side of the forearm, 
the deformity is not so obvious ; but when seen 
from the ulnar side the subluxation is very evident, 
and the wrist looks, and is, abnormally thick. If 
pressure be brought to bear on the ulnar pro¬ 
minence, it can be reduced to the level of the 
radius ; and immediately pressure is removed the 
ulna rises back to its previous position. It can be 
shown by a skiagram that the bones are abnormally 
separated. An important point is that no curva¬ 
ture is present in the radial diaphysis. Massage, 
exercises, and electrical stimulation of the extensor 
muscles are advocated as treatment 

The above is an extract from the second edition 
of 4 Deformities, including Diseases of the Bones 
and Joints,’ by A. H. Tubby, M.S., F.R.C.S. 
This excellent text-book of orthopaedic surgery is 
published by Macmillan & Co., Ltd., and is illus¬ 
trated by 70 plates and over 1000 figures, of which 
nearly 400 are original, and by notes of 5 4 cases. 
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PULMONARY TUBERCULOSIS 
AND NOTIFICATION.* 

By H. BATTY SHAW, M.D., F.R.C.P., 
Physician to University College Hospital, and Assist.™ 
Physician and Pathologist to the Hospital for 
Consumption and Diseases of the Chest, 
Brompton. 


Gentlemen, —The subject of this lecture is one 
which has peculiar interest for each and everyone 
of us. It does not matter whether we are Poor 
Law doctors, district medical officers, physicians 
to hospitals or family doctors, because from the 
first of January of this year, all cases of pulmonary 
tuberculosis must be notified in obedience to the 
orders of the Local Government Board. 

The wording of the orders, so far as they con¬ 
cern the notification of Poor Law cases, hospital 
patients and private cases, is so similar that it will 
suffice to quote the order so far as it refers to 
private patients. 

“Article IV. — (1) Subject as provided in 
Articles X, XI, and XII of these Regulations 
every Medical Practitioner attending on or called 
in to visit any person shall, within forty-eight hours 
after first becoming aware that such person is 
suffering from Pulmonary Tuberculosis, complete, 
sign and transmit a notification of the case in the 
form shown in the Schedule A to these Regula¬ 
tions to the Medical Officer of Health for the area 
within which the place of residence of the person 
is situate.” 

A perusal of each paragraph of the orders no- 
wh.ere shows that the Local Government Board 
has ventured to define what is meant by pulmonary 
tuberculosis, and odd as it may seem, there is not 
a word said about the notification of other mala¬ 
dies in which tubercle bacilli form any other lesion 
thanjme of the lung. A patient may continue to 
discharge the organism from sinuses connected 

* A Lecture delivered at University College Hospital 
on January 24th, 1911. 




354 The Clinical Journal. 


DR. BATTY SHAW. 


[Mar. 13,1912, 


with- tuberculous glands or bone disease or by the 
urinary tract, and yet so long as the lungs are free 
from the disease, notification is not necessary. 
No doubt this will be coirected in the future when 
it is realised that there is as much danger from 
such cases as from a case of pulmonary tuber¬ 
culosis. 

It may be objected that surgical cases are made 
safe by the nature of the dressings, but, as is well 
known, many dressings nowadays are not made with 
medicated material, they are simply “sterile” dress¬ 
ings to begin with, and the small fragments from 
soiled wood-wool dressings may be highly infec¬ 
tive. Nor are all sinuses covered with dressings. 
Recently a remarkable case of multiple sinuses 
came under observation. There were nineteen 
sinuses altogether; most were about the neck, but 
others were in the axillae and groins, and yet others 
in the chest-wall. Four of the sinuses were dis¬ 
charging freely, three about the patient’s collar and 
one on to his undershirt from an axillary sinus. 
Surely such a case was as dangerous as a case of 
pulmonary tuberculosis! 

However, it is far from the object of this lecture 
to carp at the provisions of the Local Government 
Board orders. Indeed, we all feel that such a step 
is in the right direction and should have been 
taken long ago. There could be no more satis¬ 
factory means taken to subdue tuberculosis in 
any form than to endeavour to limit the field of 
infection by educating the tuberculous in hygienic 
methods which would destroy the organism at its 
source. 

It has been seen that the Local Government 
Board has not defined what is pulmonary tuber¬ 
culosis. Rightly or wrongly that is left to the 
medical profession to settle. The officials of the 
Ix>cal Government Board do not want to enter 
into the question how we medical men are to 
detect this form of tuberculosis. In this matter 
we are left to our own judgment, and it is for the 
purpose of helping you to crystallise your opinion 
on this matter that the present lecture is given. 

It almost seems unnecessary in this lecture to 
give you a definition of pulmonary tuberculosis, 
but it is quite certain that many practitioners, and 
perhaps not a few of you, hold views which at least 
imply that a clinical criterion wholly underlies the 
definition ; a patient suffering from cough, asso¬ 
ciated with the expectoration of purulent or blood¬ 


stained sputum, and in whom there was deficient 
movement, flatness of percussion note, bronchial 
or tubular breathing, or rdles at one or other or 
both apices, is certainly a case of pulmonary tuber¬ 
culosis. 

There is, indeed, another group of clinicians who 
would understand “ pulmonary tuberculosis ” and 
“consumption,” or “decline,” as synonymous terms, 
and they would only notify as pulmonary tuberculosis 
cases who, besides the above signs and symptoms, 
showed marked Wasting. Yet, again, some would 
be satisfied that the case was notifiable if there 
were such symptoms as an unexplainable cough, 
haemoptysis, hoarseness of the voice, accompanied 
or not by such general characters as the possession 
of a badly shaped chest, a refined or a coarse facial 
physiognomy, or long downy hair growing on the 
body. That such criteria are used is common 
knowledge; they form a great part of the teaching 
of a present-day student. 

There can be no sort of doubt whatever that all 
the above evidences should Jbe carefully observed 
and the case kept under observation, and, as far 
as possible, treated as a suspect case, the various 
symptoms being helped by suitable remedies ; and 
to prevent all risks of infection all the well-known 
hygienic rules should be observed with regard to 
the treatment of discharges. 

But as soon as the sputum or other discharges 
suspected to be tuberculous can be obtained they 
should be subjected to bacteriological examination. 
The patient needs instruction as to what sort of 
material, in the case of suspected pulmonary tuber¬ 
culosis, should be brought as “sputum ” ; not the 
saliva of the mouth, nor the material resulting from 
“ hawking up ” from the pharynx, but the yellow, 
and even the merely glairy or mucinous- material 
which is actually coughed up, and preferably that 
which is coughed up first thing in the morning. 
If tubercle bacilli are present in the material then 
the patient has some tuberculous focus in the res¬ 
piratory tract. It almost sounds platitudinous to 
many of you to offer this remark, but none the 
less experience shows that some of you do not feel 
that it is necessary to make a bacteriological exami¬ 
nation to confirm the opinion that the case under 
consideration is one of pulmonary tuberculosis, 
and there are many fully qualified men who feel the 
same. You are aware that negative evidence is of 
much less value than positive evidence ; tubercu- 
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losis of the lungs may be present and yet tubercle 
bacilli be absent from the phlegm ; repeated exa¬ 
mination, even by the “ antiformin method,” may 
fail to reveal these organisms, and yet the case is 
really tuberculous; obviously, therefore, you say, 
as bad mistakes may be made by making bacterio¬ 
logical examination the test as by relying upon 
purely clinical investigation. When, as well, the 
extra trouble and expense of making a bacterio¬ 
logical examination are considered, there may be a 
little excuse for this attitude, which, however, is 
completely swept away when it is remembered that 
there is no other single piece of evidence of pulmo¬ 
nary tuberculosis which is so positively diagnostic 
of the disease as is the discovery of the tubercle 
bacilli in sputum which has been expectprated. It 
has never been my lot to discover that there was 
no pulmonary tuberculosis in a cadaver when 
during life the patient’s sputum was found to con¬ 
tain tubercle bacilli. It is not possible to say this 
of any other single clinical sign, nor even of any 
combination of such signs. Just as it has been 
said that there is no single clinical sign of organic 
nervous disease which may not really be dependent 
upon some temporary functional or toxic condition, 
so, too, it may be said there is no clinical sign 
of pulmonary tuberculosis which may not be 
dependent upon some non-tuberculous affection ; 
this cannot be said of the discovery of tubercle 
bacilli in the sputum. 

In the same way I can affirm, from a rather 
amusing and sometimes very bitter experience 
during the last five years, abnormal opsonic indices 
cannot be saicj to be reliable signs of pulmonary or 
any other forms of tuberculosis. As for the alleged 
value of the Von Pirquet or ophthalmo-reactions, 
though very suggestive of the presence of a tuber¬ 
culous focus somewhere in the body, they are of no 
serviceable value in attaching a tuberculous origin 
to the signs discoverable in any organ at the bed¬ 
side, for the simple reason that these tests may be 
revealing the presence of a lesion tuberculous in 
character but placed in some different pari of the 
body to the one yielding physical signs. 

At other times when the management of pul¬ 
monary tuberculosis was not so costly as it is at | 
present, and meant less upset of the patient’s home 1 
and affairs, it mattered little if mistakes were made 
in the diagnosis; but, as you will find in your 
practices, such mistakes will no longer be condoned 


on the ground of difficulty in making a diagnosis ; 
the public have learnt the value of sputum exami¬ 
nation even jf all the members of our profession 
have not. They have also learnt to believe that 
early diagnosis of “tuberculosis” is all-important 
on therapeutic grounds, and no longer wait to be 
alarmed only by “wasting,” “decline,” or “con¬ 
sumption ”—such terms with many of the laity are 
out of date; they should be with our profession, 
and, following the example of the Local Govern¬ 
ment Board’s orders, it would be well for us as a 
profession to speak rather of pulmonary tuber¬ 
culosis in its early and advanced stages. For the 
purposes of this lecture it is best to remind you 
that there are many cases of pulmonary tuberculosis 
who, on examination, would never be suspected to 
be so afflicted ; they are well nourished and even 
muscularly strong ; they are supporting their fami¬ 
lies, and yet they know that tubercle bacilli are 
present in the expectoration, and in some cases at 
least they know how to prevent spreading the 
infection. 

We are accustomed to speak of “early” pul¬ 
monary tuberculosis, but know the while we must 
be modest in our claims, for who is able to say 
with certainty, that such cases are really “ early ” ? 
We know quite well that really it is a case, not 
of “ earliness ” of actual development, but of 
“ recognition,” and it is the high value of sputum 
examination which has done so much to render 
possible early recognition. Not only has recogni¬ 
tion at a much earlier stage been rendered possible, 
but accuracy of diagnosis is greatly enhanced. 
Many cases concerning whom former generations 
of practitioners have given death certificates would 
not now be returned as “bronchitis,” “asthma,” 
“congestion of the lungs,” “cardiac failure,” etc. 
Sputum examination has been carried out during 
life, tubercle bacilli been found in the sputum, and 
a correct diagnosis of pulmonary tuberculosis has 
been returned; conversely cases have been returned 
as ones of “ consumption,” when now, thanks to 
the value of repeated negative examination of the 
sputum, such cases are shown not to be tuber¬ 
culous, and yet during life may have presented 
signs which were accepted as conclusive proof of 
their tuberculous nature. 

There are two men in the wards at the present 
moment who are examples of the value of sputum 
examination. One was admitted with smart hoemo- 
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ptysis and apical signs, and yet four examinations 
of the sputum, three by ordinary methods and one by 
the antiformin method, have failed to support the 
diagnosis of pulmonary tuberculosis : in the mean¬ 
while the signs have practically disappeared, and he 
has been discharged to present himself later on to 
be sure that all is well. Another case, a youth, 
with apical signs and suggestive symptoms, the son 
of a deceased tuberculous mother, coughs upsputum 
which yields negative results so far as tubercle 
bacilli are concerned. He does not improve like 
the other man, everything points to a tuberculous 
lesion, but he is not labelled tuberculous and will 
not be until further examinations show the presence 
of tubercle bacilli; at the same time all precautions 
are being taken with his sputum, and his treatment 
is largely that for pulmonary tuberculosis. Without 
any hesitation it may be said such a case should 
be treated as a tuberculous one. In private I should 
not dream of insisting on sanatorium treatment : 
he should be kept at home under observation and 
treated as if he were tuberculous* If all signs and 
symptoms disappear and the sputum after further 
repeated examinations is negative, then we may 
rest assured (1) either there never was a tuberculous 
infection of his lungs, or (2) that the case is one of 
“cured” or “arrested pulmonary tuberculosis.” 
How few of us who deal with large numbers of 
cases of pulmonary tuberculosis, watched through 
several years, dare talk of the second possibility ! 
A man will be shown to you presently who came 
urtder observation two years ago with apical signs 
and tubercle bacilli in his sputum : he had all that 
the Brompton Hospital and its Sanatorium could 
do for him; a year later he came to show the ex¬ 
cellent results. Several observers were quite unable 
to find any signs of active disease; there were no 
symptoms, and there was no expectoration. In a 
moment of optimistic hopefulness he was labelled 
“ arrested.” You may examine him presently, and 
will find active signs in four lobes, and you will 
see that his general condition is very bad. 

It is your duty in every case in which cough is 
accompanied by the expectoration of sputum to 
examine the latter for tubercle bacilli. No doubt 
it seems an extreme position to take up, but if the 
experience of others is to be of use to you, you must 
listen to this piece of advice, and feel that it is an 
obligation on your part greater and more important 
than any other examination you would carry out on 


such a patient. As you will find out, neglect to 
carry out such an examination will be resented by 
your future patients and you will suffer accordingly : 
you will deserve it. 

Now let us leave the clinical and pathological 
matters, and consider the “ spirit ” of the orders of the 
Local Government Board. The President of this 
Board and his medical advisers may or may not have 
any interest in the cure of pulmonary tuberculosis, 
but what is quite certain is that they see in the com¬ 
pulsory notification of pulmonary tuberculosis an 
opportunity to help onward the plan of prevention 
of healthy people being infected by diseased ones : 
prevention is the great purpose of these orders ; it 
is the “ spirit ” of the orders. 

Whatever we do with the “ letter ” of the order, 
we must as responsible physicians obey the “spirit/' 
It is of no interest to the public health authorities to 
collect your notifications under the garb of “ pul¬ 
monary tuberculosis,” of cases of “ apical signs,” of 
“wasting,” of “haemoptysis,” of “hoarseness of 
voice,” of “ phthinoid chests,” of “ non-tuberculous 
bronchitis,” indeed of anydisease or condition which 
is not associated with the expectoration of tubercle 
bacilli because it is this organism which, settling in 
the lung-tissue of a susceptible patient, leads to 
that individual's ultimate destruction and to a wider 
dissemination of the disease. Indeed one can see 
how unfair it is to the patient and to the public to 
notify him unless he is expectorating tubercle 
bacilli: the patient has, pace the reservations met 
with in some of the paragraphs of the orders indi¬ 
cating that he is not to suffer as a result of the 
notification, to put up with great annoyances, his 
room or house is to be disinfected, his property, 
which may be infected, destroyed, and if he does 
not carry this out it will be done for him. The 
public will suffer because to carry out these 
hygienic measures costs money which comes out of 
the pockets of the tax-payers. Your duty, there¬ 
fore, as a private individual and as a doctor, is not 
to notify unless tubercle bacilli, the cause of the 
disease,’are present in the expectoration; even if 
other signs are present such as a chronic discharging 
sinus originating in a tuberculous gland, so long 
as the lung mischief is unassociated with the 
presence of tubercle bacilli in the sputum, there 
is nothing in the orders which says such cases 
should be notified. If you take this view you 
will most certainly be appreciated as a family 
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doctor, and I am sure you will meet the spirit 
of the Local Government Board orders. A 
surgical colleague has taken me to task over this 
view. He considers that if a patient has signs in the 
lungs and also has what is obviously a surgical 
tuberculous lesion elsewhere, he should be notified 
as a case of pulmonary tuberculosis without even 
a sputum examination. The answer is that the 
“ spirit ” of the Local Government Board orders 
does not require notification unless tubercle bacilli 
are expectorated. 

If anyone still feels there is little harm done 
even if some cases are notified as cases of pulmonary 
tuberculosis and really are not cases of this disease, 
let him read what is proposed to be done with 
regard to private cases notified by a doctor. 

“Nothing in these regulations shall have effect 
so as to apply, or so as to authorise or require a 
medical officer of health or a council, or any other 
person or authority, directly or indirectly, to put in 
force with respect to any patient in relation to 
whom a notification in pursuance of these regula¬ 
tions has been transmitted to a medical officer of 
health, any enactment which renders the patient, 
or person in charge of the patient, or any other 
person, liable to a penalty, or subjects the patient 
to any restriction, prohibition, or disability affecting 
himself, or his employment, occupation or means 
of livelihood, on the ground of his suffering from 
pulmonary tuberculosis. 

41 For the purposes of these regulations and of the 
poor law regulations and of the hospital regulations 
a council, on the advice of their medical officer of 
health, may supply all such medical or other assis¬ 
tance, and all such facilities and articles as may 
reasonably be required for the detection of pul¬ 
monary tuberculosis, and for preventing the spread 
of infection and for removing conditions favourable 
to infection, and for that purpose may appoint such 
officers, do such acts and make such arrangements 
as may be necessary.” 

I have already seen what “may reasonably be 
required” by one council with regard to hospital 
cases, and these are the words which show that 
notification is to b'e followed by measures which 
may easily be disabling. 

“You are hereby given notice, in pursuance of 
the provisions in that behalf contained in the 
Public Health (London) Act, 1891, that the 
said sanitary authority will cleanse a?id disinfect 


the said premises, and disinfect or destroy the 
articles infected, free of cost, unless, within twenty- 
four hours from the receipt of this notice, you 
inform the said sanitary authority that you will 
cleanse and disinfect the house or part thereof, and 
any such articles therein, or destroy such articles 
to the satisfaction of the medical officer of health, 
or of any other legally qualified medical practitioner, 

. within three days from the date thereof, or imme¬ 
diately after the recovery of the patient, or removal 
to a hospital.” 

Further, let us take the case of a private patient 
who occupies a small suite of rooms in the. house 
of his or her landlord, who may have other tenants 
occupying rooms in the same house; or even take 
the case of those who occupy flats. Supposing 
all this attention from the local authorities is 
paid to them, what effect will-it have on the 
landlord and other occupants? Most certainly 
a very disturbing one, and I have known patients to 
be asked to give up their lodgings because of the 
upset caused by these visitations. Landlords can¬ 
not be blamed for desiring that the tuberculous 
patient should leave, for an employer finding his 
workpeople are tuberculous discharges them. One 
Brompton patient has been dismissed from his work 
in an office in the city, not because of notification 
under the Local Government Board order, but, 
because the office authorities had learnt of the state 
of his lungs. Another man was a teacher under a 
certain public body. The medical officers decided 
that he had had consumption, though they admitted 
there were no signs at present; the sputum had 
never been examined, but they found his chest was 
badly formed ! At the Brompton Hospital we 
could find no signs of disease in the lungs, past or 
present, and the little mucus he coughed up was 
free from tubercle bacilli. He has no symptoms of 
pulmonary tuberculosis. 

Now if notification orders and medical opinions 
are to be the source of so much discomfort and 
impoverishment as is shown in these illustrations, 
does it not behove us as a profession to adopt a 
criterion of pulmonary tuberculosis which is incon¬ 
trovertible in that in its positive evidence it was 
never found to be wrong? Unless such a step is 
taker} in obedience to the necessity for being quite 
correct in our diagnosis of piMmonary tuberculosis, 
there will be trouble in the future. 

I cannot refrain from showing you a patient who 
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already by at least one experienced medical man was 
suspected of being a case of pulmonary tuberculosis. 

It is quite certain that many of you not knowing 
the true physical condition which underlies his 
signs of pulmonary tuberculosis (!) will agree with 
such a diagnosis in the absenceof asputum examina¬ 
tion, because you will hear most suggestive rales i 
at both apices during inspiration and part of ex¬ 
piration and the man has a cough. If, however, you 
will take the precaution of so arranging that he 
breathes without moving his sterno-clavicular joints, 
you will not hear these apparent rales. They are 
nothing more than expressions of the roughening 
and wearing out of the cartilaginous surfaces of 
these joints, as was pointed out years ago by 
Sir William Gowers. 

What an outcry there soon will be When members 
of Parliament, Cabinet Ministers, and others whose 
voices may be heard with effect, are notified as 
cases of pulmonary tuberculosis on mere clinical 
evidence when such pitfalls as the above assail the 
medical man at every turn! We can but feel that 
really what must be done is to persuade the Local 
Government Board to amend their orders and ask 
for the notification of all cases of tuberculosis, not 
only pulmonary ones, in whom it has been de¬ 
monstrated that tubercle bacilli are present in the 
discharges. 

Until this happy result is achieved, I would ask 
you to make the sine qua non of diagnosis of 
pulmonary tuberculosis the presence of tubercle 
bacilli in the sputum ; the examination may have 
to be repeated many times, though fortunately 
in just the cases wTiich are so dangerous to the 
public health on^ examination is quite enough. 
The earliest cases of pulmonary tuberculosis may 
yield no sputum at all, or sputum which contains 
no tubercle bacilli. You will be exonerated from 
all charges of negligence if you do not notify such 
cases under the orders of the Local Government 
Board, but if you notify cases without establishing 
the presence of this organism in the sputum you 
will be guilty of inflicting a grave disability upon 
your patients, and will be bringing into ridicule the ! 
efforts of the public authorities to check the spread : 
of the disease. 

• One final word must be said about the notification 
of pulmonary tuberculosis in its connection with ! 
the Insurance Act. No doubt it is hoped that the ! 
compulsory notification of pulmonary tuberculosis j 


and the new Act will help to reduce the incidence 
and mortality of this disease amongst the poor. 
The patient is told that under the Act he will, when 
shown to be tuberculous, be provided with a “cure’' 
byttieans of sanatoria—a short stay of a few months 
is to bring about this happy result. We are told 
by enthusiasts that sanatorium treatment is the 
one method of cure, and scarcely any doctor dare 
withhold such treatment from his patients if they 
can pay for it, because, it is alleged, the mortality 
by such treatment has fallen. Doubtful as many 
of our profession have always been of the curability 
of tuberculosis of the lungs by means of sana¬ 
toria, it is more than anyone dare say in the 
public press that this is true. Such an opinion 
would be derided. Another school is now claim¬ 
ing much from the use of tuberculin. It has 
been left for a layman to put the matter in its true 
light, and I refer to one of the latest of Professor 
Karl Pearson’s publications, ‘The Fight against 
Tuberculosis and the Death-Rate from Phthisis’ 
(London : Dulau & Co., Ltd., 37, Soho Square, W ., 
1911). You will see from the curves which have 
been drawn up from figures obtained from the 
Registrar-General’s reports, that the yearly deaths 
from pulmonary tuberciilosis in this country (1) have 
fallen between the years 1835 and 1865 when the 
mortality of all causes from death has remained 
constant, and (2) they have fallen between the 
years 1865 and 1891 when the mortality from all 
causes of death has fallen. Professor Karl 
Pearson, with right, asks whether it is not con¬ 
ceivable, in the face of such evidence, that the 
alleged improvement in the death-rate from pul¬ 
monary tuberculosis in the years 1891-1910 is but 
a further expression of this fall which has been 
going on for so many years, quite independently of 
sanatoria or tuberculin treatment ? At a time when 
such vast sums are to be spent on sanatoria in this 
country in the belief that they effect cures of 
pulmonary tuberculosis, it really behoves those in 
responsible positions to consider Professor Pearson’s 
results. Finally, when such wonderful cures are 
reported as a result of sanatorium treatment, no 
doubt many of you will ask whether they w*ere ever 
proved to be cases of pulmonary tuberculosis by 
examination of the sputum before the cure was 
undertaken ? 

March II th, 1912. 
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A LECTURE I 

ON 

SYPHILITIC DISEASE OF THE 
SPINAL CORD. 

Delivered at St. Bartholomew’s Hospital. 

By W. P. HERRINGHAM, M.D., F.R.C.P., 

Physician to the Hospital. 

Gentlemen, — My previous lecture was on the 
subject of syphilitic disease of the brain, and to- j 
day I shall go on to tell you something about 
syphilitic disease of the spinal cord, and shall refer 
to two or three cases which have come under my 
observation in the last year or two. In doing so I ; 
shall exclude what are called parasyphilitic diseases, j 
You know that that term “ parasyphilitic ” is applied 
to tabes dorsalis and to general paralysis of the : 
insane, both of which are acknowledged to be j 
diseases due to an original infection of syphilis, but 
are believed to be not in themselves due to frank 
syphilitic lesions, but to some metabolic change 
which leads to degeneration. Having excluded 
those, we come to frank syphilitic lesions of the 
spinal cord and their symptoms. 

The first thing to notice about them is that it is 
very seldom you get a case of syphilitic disease of 
the spinal cord alone. There are nearly always, 
but not always, cerebral symptoms as well. Some¬ 
times, but not very often, you get these cases pure. 
In the second place, just as I told you was the | 
case with cases of cerebral syphilis, so it is in 
spinal cases too, 4hey may occur quite early 
after syphilitic infection. Do not think that all 
these cases are late cases, which come on only 
after the lapse of ten or a dozen years from the 
syphilitic infection. Some of them at any rate 
come on within a year of the infection with ; 
syphilis. In the second place, their occurrence 
does not depend on whether the original infection : 
was apparently a slight matter, or was obviously a 
severe affection. Some men are extremely ill ; 
when they get infected with syphilis; the local 
lesions are very severe. But in other cases a man 
may have nothing more than a small pimple and 
hardly any secondary symptoms at all, and yet the 
nervous disease takes place, whereas in the former 
case it may not. And thirdly, as I told you in the 


case of cerebral syphilis, men are much more apt 
to have disease of the nervous system, whether 
spinal or cerebral, than are women. Again, they 
are the same anatomical lesions which are found 
in cerebral cases. At the last lecture I handed 
round some drawings from a cerebral case which 
we had had here, upon which I founded the 
lecture, and here I have made one or two rough 
drawings on the board to remind you of what 
we saw then. Here is represented one lesion 
which you find, periarteritis, with some thick¬ 
ening of the media of the vessel. In another 
case the media of the vessel may be completely 
hyaline. In some cases the lumen is much con¬ 
tracted by endarteritis which leads to thrombosis 
by delaying the blood-current, and often to dilata¬ 
tion of other vessels in the neighbourhood. With 
that there is usually a certain amount of meningitis. 
The membranes round the spinal cord get inflamed 
and thickened, and there may be a thick sheath 
round the spinal cord which compresses it. You 
know how the blood vessels run in from the 
meninges round the periphery of the spinal cord. 
Following the blood-vessels and the septa in 
which they run, meningitis spreads into the spinal 
cord and causes sclerosis, and from the natural 
arrangement of the process it is a peripheral 
sclerosis. That is worth noting, because it will 
help you to understand some of the peculiarities of 
symptoms. Vascular change and meningitis ^re the 
commonest forms of syphilitic disease. There is a 
third lesion, a local gumma in the cord, but that is 
much rarer. These diseases of the vessels lead, as 
I showed you in the photographs of cerebral 
disease, in the first place to haemorrhage, and in 
the second place to degeneration of the parts 
supplied by thrombosed vessels. I tell you again 
what I told you last time, that none of these 
changes in the blood vessels are pathognomonic 
of syphilis. You cannot as a rule tell from the 
look of a blood-vessel whether it is syphilitic 
endarteritis or any other form of endarteritis; the 
anatomical lesion is the same whether it is syphi¬ 
litic or not. 

One thing more before we come to symptoms, 
and that is the site or level in the cord of these 

lesions. It is much more common to have the 

* 

dorsal cord affected in syphilitic disease than any 
other part of the cord. But that is true of any 
form of myelitis; it is more common to have an 
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affection about the middle of the dorsal region than 
anywhere else, and one is driven to suppose it is 
due to the smaller size of the cord there, and per¬ 
haps to the fact that it fits the spinal canal more 
tightly at that place. Every form of myelitis is 
more common in the dorsal region than in any 
other. 

These cases show you quite slight symptoms, 
and some of them not much more than some-pain 
in the back. The patient will complain of what he 
calls rheumatism, and you find that he holds his 
back very stiff, that he has pain down his back 
even at rest, pain when you press his back and pain 
when he moves his back. He dare not lift his leg 
high, because it causes pain. There is pain on 
pressure, both over the spine and over the exits of 
the nerves, and along with that you often find 
abnormal sensations, or numbness and tingling, 
various forms of paraesthesia, and sometimes a cer¬ 
tain amount of numbness and anaesthesia. When 
you have a patient coming with stiffness like that, 
and pain in the back, you think of several things, 
but among them you should always think of the 
possibility of meningitis. That is just the sort of 
symptom which you have in a case of cerebro-spinal 
meningitis. But when it is acute, as in that 
disease, you find there is fever and a history of a 
sudden onset, and there is great prostration of the 
patient. These cases of syphilitic meningitis, how¬ 
ever, have no fever, or very little, and the symptoms 
are much slighter. In that way you will be able to 
rule out acute meningitis. With those symptoms 
the reflexes are generally slightly increased, but 
that increase is not necessarily present. Sometimes 
they are increased in the beginning of the illness, 
but normal or less than normal later. The pain is 
generally dorsal. But sometimes the meningitis 
is in the cervical region, in which case the arm is 
stiff and there is pain going down it on movement, 
and it may be also in the lumbar region. There is 
sometimes no reason to suppose anything except 
disease of the meninges. But it is a very easy 
thing for such a meningitis to reach a point at 
which it begins to involve the cord itself. And of 
course even a mere meningitis is quite likely to 
involve the motor nerves. I have spoken only of 
the sensory nerves, but motor nerves go through 
the meninges, as do the sensory nerves, and in 
many cases you have slight symptoms of motor 
weakness, and especially symptoms of bladder 
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weakness, which I suppose must in these cases be 
due to the involvement of the bladder nerves, not 
to the cutting off the cerebral restraint, as is frequent 
in ordinary myelitis. Those slight symptoms may 
become much more serious, so that you find first 
| the sensory symptoms very much increased; per¬ 
haps also there is complete paralysis of all the 
parts below the dorsal region, and tjiere may be 
j extreme and very obstinate paralysis of the bladder, 
and along with those there may be the usual sym¬ 
ptoms which you find in myelitis, namely, tropho¬ 
neuroses such as bed-sores, changes in the urine, 
and pyelocystitis. 

Before I mention some cases I should like to 
draw your attention to a curious point about these 
sensory symptoms, namely, that you very often 
' have what we call dissociated anaesthesia. We 
are accustomed to look upon dissociated anaes¬ 
thesia as a typical symptom of syringomyelia, a 
lesion of the most central part of the cord. But 
•it is quite common in these peripheral lesions, 
the lesions of syphilis; indeed, it appears to be 
almost more common for dissociated anaesthesia to 
be present than not. In connection with that 1 
shall direct your attention to sensory symptoms 
and to the knowledge that we possess concerning 
the conduction of sensations of various kinds, 
•which knowledge is almost entirely due to the work 
of Dr. Head. I should think nothing more as¬ 
tonishing than his observations have been pub¬ 
lished in the history of medicine, nothing more 
thorough or more original. I need not go into the 
steps of the matter except to say that his observa¬ 
tions were largely founded on sections of his own 
sensory nerves, superficial ones, the musculo¬ 
cutaneous and radial in the forearm. He found 
that sensation can be divided up in an unexpected 
way, that in peripheral lesions you could separate 
the sensations of the pain of a prick, cutaneous 
pain, and the sensations of marked degrees of heat 
and cold, from other cutaneous sensations. And 
he called those protopathic. And then there was 
another set, which he called the epicritic : the light 
touch, such as when testing with cotton-wool, the 
less marked degrees of heat and cold, warm and 
cool, the ability to differentiate two points in a 
compass, and cutaneous localisation, the ability to 
tell where somebody is touching you. These 
groups, though the fibres are separate, all go in 
the superficial sensory nerves, such as the radial 
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and cutaneous nerves of the limb. Next, Dr. Head 
found that other sensations did not go in those 
nerves at all. For instance, when he cut his own 
cutaneous nerves he did not lose the sensation of 
deep pressute, such as you experience when you 
push your finger hard into a muscle, neither did 
he lose the sense of pain on deep pressure; he did 
not lose his sense of passive position when some¬ 
body else moved his fingers, and he did not lose 
the sense of muscular action such as is experienced 
when a weight rests on the hand. Those conclu¬ 
sions were founded upon observations on himself, 
amplified and corroborated by observations upon 
patients. So he found that the first two groups of 
sensations were separable from one another, though 
they all went with the sensory nerves. The second 
group all went with the motor nerves and were 
completely separate from the former two. I have 
recalled that in order to introduce you to the fact 


sensation of cold ; there may be a loss to all these 
and yet no loss to touch and pressure, in fact this 
last loss is the rarest of all. 

Another curious thing is this. Brown-Sequard, 
who was one of the greatest physiologists who 
ever lived, said that when you cut the cord of 
an animal half way across motion was lost on the 
same side, and sensation on the opposite side of 
the body. Many people disputed that, and it is 
disputed still, but Head's observations confirm it 
in a remarkable way. He finds that when a lesion 
is unilateral, which of course is rare, loss of motion 
is found on one side, and nearly all sensory losses 
on the other side. Loss of sense of position, how¬ 
ever, is on the same side as loss of motion. Animals 
of course cannot respond in the same delicate way, 
and cannot describe their loss of sensations as man 
can, and therefore clinical observation must remain 
in these matters the chief source of information. 


that his later observations, which you will find 
recorded in ‘ Brain,' vol. xxix, 1906, result in the 
curious and new knowledge that these sensations 
are quite re-grouped when they get into the spinal 
cord. He has found, from observations upon 
patients, that when you get into the spinal cord the 
two sensations of superficial pain of a pin-prick 
and deep pressure pain are lost together, all cold 
goes together, whether cool or freezing, all heat, 
whether hot or only warm. Again, all sense of 
touch and all sense of pressure is lost or remains 
together. Instead of being separable into super¬ 
ficial and deep, they all go together. Another 
thing which he found from observations on patients 
is, that the affections of sensation vary indepen¬ 
dently. You may have loss of pain but no loss to 
temperature ; there may be loss to heat but not to 


Such observations show that the tracts of various 
sensations are not identical, though they appear to 
be all ranged round the periphery of the cord in 
the ascending tracts which lie in this region. The 
frequency of dissociated anaesthesia in these 
syphilitic meningo*myelitic cases is explained, 
therefore, first by these observations, and secondly 
by the peripheral character of the lesions. 

Now I will read to you two or three cases. The 
first is that of a man aet. 47 years. He was a 
barber when he came to me in 1908, and his story 
was that in 1908, some time in the summer of that 
year, he noticed his right leg became easily tired. 
Once he had temporary paralysis of his leg ; he 
could not move it at all. It recovered after a 
time. Remember that that temporary paralysis is 
a common thing, as I told you last time, in 
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j syphilitic disease. The motor symptoms began 
first you see, but they were slight. In November 
I he began to have shooting pains in his left leg, and 
' violent pains between the shoulders in the morning. 
That pain between the shoulders is a frequent 
symptom of dorsal meningitis. At the same time, 
that is November, he noticed that he had con¬ 
siderable difficulty in starting micturition. In 
January, 1909, he rapidly became unable to stand. 
We obtained the history that in 1883 he had had 
syphilis quite definitely, and had been treated for 
nine months. And remember what I told you last 
time, that of the cases which get nervous symptoms 
a large proportion have been thoroughly well 
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treated for their syphilis. He had subsequent 
symptoms seven years after the first infection; he 
had a sore mouth four years after that. Later he 
had disease of the knee, which was thought to be i 
syphilitic by the surgeon who saw him. On ; 
admission he was a well-nourished man. His legs i 
were very swollen, but his arms were natural; 
the epigastric reflexes were natural; the ere- 1 
masteric were absent. He could not stand at all. I 
As he lay in bed he could move his left leg and 
toes fairly well, and that was the side on which he j 
had the pain. The right side he could only move 
very slowly and very little. The right knee-jerk 
was greater than the left. There was no ankle 
clonus, and the plantar response was flexor on both 
sides. Tactile sensation was a little dull, but no¬ 
where lost. But the sensations of heat, cold and 
pain were completely lost on the left side up to the 
sixth dorsal area. You will remember that the leg 
which was the worst of the two was his right leg; 
he could scarcely move that at all. The left leg 
and toes he could move fairly well. The impair¬ 
ment of sensation is on the opposite side to the 
loss of movement, and it is a dissociated anaesthesia. 
Just as in syringomyelia, he has lost his pain, heat 
and cold sensations, but he has hardly lost his 
sense of touch at all. This case, therefore, shows 
dissociated anaesthesia on the one hand, and on the 
other is a good instance of Brown-Sequard distri¬ 
bution. You will, from what I have said, easily 
explain it as a local meningo-myelitis affecting the 
right side of the cord. The course of the disease was 
fairly good. His motor power returned very quickly, 
for in about a fortnight He could move his right leg, 
and the sense of heat and cold was regained almost 
as soon. But the loss of appreciation of pain 
remained longer. Another interesting point about 
the case is the swelling of the legs. He. has i 
changed his address, or I would have had him here, 
so that I might show you a curious thing which has 
happened to him. He has enormous veins up the i 
left side of his abdomen, evidently due to throm¬ 
bosis of the external iliac vein on the left side. It 
is probably a thrombotic lesion due to syphilitic 
disease of blood-vessels. v Hiat symptom actually 
increased while he was under treatment, otherwise 
he recovered. 

The next case is that of a young man, aet. 25 
years, who, three weeks before admission under I)r. 
Drysdale, had pains in the knees and back. Soon 


afterwards he noticed that his legs were becoming 
weak. A week later he had incontinence of urine, 
and a week later than that, which was a week before 
admission, he could not use his legs at all. He 
said he had syphilis twelve months before, so this 
is a very early case. We do not know about his 
treatment then. On admission he could not walk. 
His arms were natural, his legs were completely 
paralysed, his knee-jerks very weak, there was no 
ankle clonus, the patellar response was extensor on 
both sides; it was a paraplegic lesion. The 
sensation to touch was good, sensation to pain was 
preserved, but he had entirely lost the sense of 
heat and cold below his knees, and it was impaired 
on his thighs. Here is another dissociation of 
anaesthesia. Pain remained but the temperature 
sense was gone. He had retention of urine, 
the sphincters were paralysed, and the urine had to 
be drawn off by catheter. The loss of sensation 
greatly increased, and a week after admission he 
had lost the sense of touch and of pain as well as 
of heat and cold below the eighth dorsal spine. A 
day or two later it had got to the sixth dorsal 
nerve region. He had pyuria, and later condylo- 
! mata appeared in the fauces, though all the time he 
was being heavily treated. He had curious 
paraesthesia, a pricking in his legs and a feeling as 
if water was running down them. He was treated 
with all sorts of anti-syphilitic remedies—mercury, 
iodine, iodopin,soamin—but he remained the same. 
He became albuminuric, and died nine months 
after his admission. No post-mortem examination 
was allowed. 

The third case is a much slighter one, and in 
that case nearly all the symptoms were connected 
with the bladder. The patient was a man. ict. 
36 years, a railway porter. In June, 1907, he 
began to have nocturnal incontinence. In July he 
had very violent headache, lasting twenty hours. 
I have told you how common these headaches are. 
They are of the same severity as'the headaches of 
uraemia. During the course of the headache he 
vomited once. His incontinence grew worse and 
came on by day as well as night. In September he 
was admitted to hospital, and at that date he was 
passing his w*ater every hour by day and five or six 
tim$s during the night. We obtained a history of 
| syphilis from him too, but the date was not quite 
certain. On admission his symptoms were con¬ 
fined to his bladder and legs. He was micturating 
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every hour by day and involuntarily at night. 
There was no evidence of retention. The urine 
was perfectly natural, and therefore his disability 
was not due to anything abnormal in the urine 
itself. In the legs there was no wasting, no weak¬ 
ness and no inco-ordination. The only thing 
which was wrong with them was that there was a 
slight increase of knee-jerk and slight ankle clonus 
more on one side than on the other. Sensation 
was not affected. The ophthalmoscopic examina¬ 
tion showed the fundus natural. That sort of 
condition need not necessarily be syphilitic; it 
might have been the beginning of a case of 
disseminated sclerosis. But the probability is in 
favour of it being syphilitic on two grounds : first, 
there was a history of syphilis, which is rare in dis¬ 
seminated sclerosis, and secondly, the symptoms 
completely cleared up and rapidly, too, under the 
administration of anti-syphilitic remedies. 

Those are three cases which have occurred to us 
here in the last few years. I want you to remember 
this : that these syphilitic cases should always be 
suspected when you have patients with a group of 
symptoms which do not fit in with the regular 
systematic diseases. I have no doubt you know 
by heart the symptoms which are peculiar to 
disseminated sclerosis, to progressive muscular 
atrophy, to amyotrophic lateral sclerosis, etc. 
When you have an abnormal case, one which has 
symptoms which do not fit in with those diseases, 
think at once of syphilis, and inquire about it. It 
has been suggested by some people that there is a 
real group of syphilitic spinal symptoms. Erb, 
one of the greatest of neurologists, thought he 
could distinguish a definite syphilitic spinal disease. 
The characteristics were these : that the symptoms 
should increase gradually; that it should be a 
spastic weakness with a spastic gait, but that both 
spasm and paralysis should be slight in degree; 
that there should be an increase of the tendon 
reflex : that the sensory disturbances should be 
slight or absent; that there should be weakness of 
the bladder, that the arms should be natural, and 
that there should be no cerebral or ocular sym¬ 
ptoms. He said that that was the symptom- 
complex of spinal syphilitic disease. That has 
been much disputed since, and it does not come 
to much. I think it is generally allowed that 
although many cases present thbse symptoms, it 
is not a grouping peculiar to syphilis. It is the 


range of symptoms of spastic paralysis, and they 
might be due to many other things. But what is 
characteristic of syphilis is the indefiniteness and 
peculiar admixture of symptoms, unlike those of 
any systematic disease, and especially the dissocia¬ 
tion of anaesthesia, and the frequent affections of 
the bladder without the symptoms of true transverse 
myelitis, which would account for it by cutting off 
the cerebral influence. 

Of course the treatment follows the diagnosis, 
and the diagnosis is based upon three points. In 
the first place there is the history. * You can 
generally get a history of syphilis, and when you 
do get it it is very valuable. Next, examination 
of the fluid from the spinal cord by lumbar 
puncture, and that can be examined in two ways : 
First, by examination of the cells, which you find 
in the centrifugalised sediment. In a normal fluid 
you scarcely find any cells at all. In the fluid of 
a patient with syphilitic disease it is common to find 
—indeed it is almost the rule to find—a large in¬ 
crease in the lymphocytes. Secondly, it is common 
to find an increase of the globulin. Both those 
point to an inflammatory condition of the meninges, 
and the lymphocytic increase points to its being 
either tubercle or syphilis, in contrast to such con¬ 
ditions as diplococcal meningitis, which gives 
polymorphonuclear leucocytes. And I should add 
that whereas lymphocytic leucocytosis occurs, both 
in parasyphilitic diseases and in these frank 
syphilitic diseases, treatment shows a difference 
between the two. For whereas in frank syphilis of 
the spinal meninges, the lymphocytes will clear up 
and diminish under treatment, in tabes they 
will not; they remain the same, in spite of the 
administration of anti-syphilitic remedies. 1 here 
is a third method of examination, of which we 
hear a great deal nowadays, to see whether a 
patient is infected with syphilis, and that is the 
infection of the blood, the Wassermann reaction 
being done upon it. Those cases of frank 
syphilis which I am describing to you will give 
a positive Wassermann reaction in the blood 
of the patient, and very often not in the spinal 
fluid. 

To those who wish to look up the subject I can 
recommend the excellent chapter on spinal syphilis 
in Dr. Williamson’s book on diseases of the spinal 
cord. And to those who wish to look up the 
most recent knowledge about sensation, I recom- 
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mend vol. xxix of ‘Brain/ 1906; it contains Dr. 
Head’s paper, from which I have so largely 
quoted. 

March nth , 1912. 


A DEMONSTRATION* OF CASES 
OF DISEASE OF THE THROAT, 

| NOSE AND EAR, 

By DUNDAS GRANT, M.D. 


Remote Ulceration in Intestine with Cancer 
of Rectum. —Chalier and Tomasset say that they | 
have been able to find only seventeen cases of such j 
lesions with cancer of the rectum, while fifty with , 
cancer of the colon are on record. In most cases j 
the ulceration above is a necropsy surprise, but the 
possibility should always be borne in mind when , 
there is stenosis, and obstinate foetid diarrhoea with 
rectal cancer should suggest ulcerative colitis above; 
an artificial anus in the colon or removal of the can¬ 
cerous rectum will ward off trouble from this source. 
In thirteen cases the intestine had perforated ) the 
hole was in the csecum in three cases, in ascending 
colon in one, in transverse and descending colon 
in two, in or near sigmoid flexure in six, and in 
small intestine in one .case. In a case reported by 
Kocher the perforation occurred during an enema 
given under pressure. In some cases the bowel 
ruptured from distension without ulceration; the 
point most liable to rupture is, in the small intestine, 
at the point where the mesentery is attached; in 
the colon it is at its junction’with the caecum at the 
right side, in front, where the wall is thinnest. 
The peritoneum tears first, parallel to the axis of 
the intestine, as it is less elastic. The patients 
soon died in all cases on record, as operative treat¬ 
ment came too late or the perforation was over¬ 
looked. To be effectual, treatment should be 
based on the assumption that a perforation has 
occurred or is impending whenever there is obstruc¬ 
tion from a cancer in the rectum, and an exploratory 
laparotomy should not be delayed ; if there are no 
signs of perforation or peritonitis, mere colostomy 
will suffice. The possibility of multiple perforation 
should not be forgotten. The necessity for a 
prompt artificial anus in all cases of inoperable 
cancer of the rectum is reiterated as the routine pro- 
qedure, even before obstruction has occurred.— 
fourn . A.M.A ., vol. lviii, No. 7. 


Vertigo and Epileptiform Attacks which 
Ceased after Ossiculectomy. 

The patient, a man, set. 34 years, came under 
Dr. Grant’s care four years ago on account of 
attacks of an epileptiform character, with intense 
vertigo, accompanied at times by definite loss of 
consciousness. The attacks were of two kinds, 
one preceded by a feeling of pressure behind the 
ear, after which he fell over, and the other with abso¬ 
lutely no warning at all, in which he suddenly fell 
right down with loss of consciousness. The attacks 
came on about three or four times a week. He 
had had deafness in the left ear since the age of 
eight or nine years, but never remembered having 
had a discharge. On examination there was seen a 
depression corresponding to a perforation behind 
1 the malleus, in which the stapes was visible with a 
| sunken cicatrix attached to it; it was then noted 
I that there was giddiness when Siegel’s suction 
speculum was employed. He was at first treated 
with quinine internally and, for his ear, some spirit 
drops to help to dry up the desquamative products. 
On March ist, 1907, Dr. Grant performed ossicu¬ 
lectomy, as the ossicles were not serving any pur¬ 
pose and blocked up the passage from which 
desquamative products might escape. From that 
time he was entirely free from the attacks. There 
was no doubt some hyperaesthetic condition of the 
labyrinth, and the irritation of this, excited by the 
pressure of the accumulation of desquamative 
material, had been a peripheral cause producing 
these disturbances in the cerebral cortex, which 
gave rise to loss of consciousness, along with 
the extreme vertigo. The question arose as to 
whether this was a case of active disease of the 
labyrinth or not. Whatever disease there may have 
been it was certainly not enough to damage it. 
The rotation tests were practically normal, but 
were, in either direction, accompanied by vertigo. 
The caloric test was not employed as there was 
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ample evidence that the labyrinth was active, and 
the injection of liquids offered a risk of re-awaken- | 
ing a former suppuration. The fenestra ovalis was 
now plainly visible, and a small, white, irregular 
granule of bone was seen at the upper part of the 
promontory, probably a portion of the dislocated 
stapes. The fenestra was closed by a membrane. 
The effect of compression and rarefaction was then 
tried by means of a Siegel's speculum fitting closely 
into the meatus while the bulb was compressed and 
relaxed so as to allow of alternate condensation and 
rarefaction of the air in the passage. On compres¬ 
sion there was some irregular movement of the eye¬ 
balls and slight disturbance of equilibrium, but on 
suction the disturbance was extremely great, almost 
as if it would jerk the patient off his chair. The 
observer confessed himself unable to analyse the 
nystagmus on account of extreme disturbance, and, 
furthermore, its irregular nature. 

It would be remembered that the three semi¬ 
circular canals were the superior, posterior, and 
external; the superior was vertical in position and 
had its ampulla below, the external horizontal with 
its ampulla in front, and the posterior vertical with 
its ampulla below. On compression the air pressed 
on the liquid in the vestibule and drove it upwards 
from the ampulla to the narrow part of the superior 
and posterior canals and directly backwards from 
the ampulla to the narrow part in the external. On 
suction the fluid went in the opposite direction— 
forwards in the external canal and from above 
downwards in the superior and posterior. When, 
during compression , the fluid was driven from the 
wide part of the superior and posterior canals to 


movement in the endolymph as rotation of the 
head towards the same side would do, and during 
this rotation there were nystagmic twitches to this 
same side). 

The great point in the case under consideration 
was that more disturbance was produced by suction 
than by compression, because by suction fluid was 
drawn in the horizontal external semicircular 
canal from the narrow to the broad part, instead of 
its being driven from the broad part to the narrow. 
Therefore, in the present case, more effect was pro¬ 
duced by drawing upon the membrane in the 
fenestra ovalis than by compression ; marked hori¬ 
zontal nystagmus was produced to the opposite 
side, there being what corresponded to a fistula 
in the utricle. When the patient's ossicles were in 
situ they were welded together by inflammatory 
adhesions, so that when the tympanic membrane 
was driven outwards the same effect was produced 
as by suction, and this was probably the mechanism 
of the production of the intense attacks of vertigo 
which disturbed his whole being and produced a 
neurasthenic condition. In the normal ear, on the 
other hand, there was a joint between the malleus 
and the incus, with a cam-like action, so arranged 
that when the malleus was compressed it drove the 
inous in on to the stapes, but when the malleus 
was drawn upon, its pressure point was removed 
from the incus and it did not draw it out with it. 
Were it to do so, the very same suction—which, 
in the patient exhibited, produced the disturbance 
on account of his^ ossicles having been united 
together—would be brought about. 


the narrow it would produce the greatest effect, as 
shown by Ewald's experiments, and it would seem 
as if this ought to produce nystagmus to the same 
side, with rotatory and vertical combinations, but 
in the external canal the opposite effect ought to 
be produced according to the same experiments. 
This compression and suction on the membrane of 
the fenestra ovalis did not produce such definite 
nystagmus as in the case of a fistula in the external ] 
semicircular canal, in which compression produced ] 
nystagmus to the same side. This would seem 
obvious if it were realised that the compression 


Double Killian Radical Operation for 
Chronic Suppuration in the Frontal 
Sinuses. 

This patient had had a Killian operation on the 
left frontal sinus about four years ago; it had 
healed up beautifully, and as far as the operation 
went it was ideal, but the pain still persisted. 
Resection of the superior orbital nerve did not 
relieve the pain, and a few weeks ago Dr. Grant 
performed Killian's radical operation upon the 
right side. Strange to say, in spite of the fact that 


was confined to the one canal alone, which of all the trochlea was freely detached, there was no 
the canals was the one whose effect on the nys- diplopia. Six months ago he had carried out 
tagmus was most plainly marked (compression of Fletcher Ingals's operation; he opened the upper 
the semicircular canal fistula produced the same part of the frontal sinus above the bridge in order 
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to verify the presence of disease in the sinus ; he 
pushed Fletcher Ingals’s flexible burr into the 
frontal sinus over a bent probe and introduced a 
gold tube, which, however, had to be removed too 
soon, on account of irritation. The passage then 
closed up and the pain persisted, so that the Killian 
operation had to be performed. Since then the 
patient has been free from the old pain. 

Mastoid and Temporal Abscess as an Exten¬ 
sion of an Extra-Dural Abscess which 
was Followed by Lateral Sinus Throm¬ 
bosis and Suppuration ; Operation ; Re¬ 
covery. 

The patient, a girl, aet. 12 years, was, in Dr. 
Grant’s absence, seen by a colleague, and found to 
have a swelling behind the right ear, projecting 
the auricle outwards, and extending upwards into 
the temporal region. This was of a week’s duration 
and was gradually increasing in size. It had been 
preceded by an otorrhcea and earache for about 
.two weeks. A post-auricular incision was made 
and the abscess was opened. A small piece of 
bone in the postero-superior walls of the meatus 
was removed. An incision was made through the 
posterior meatal wall and a gauze plug inserted. 
The posterior wound was sutured. Five days 
later the patient vomited twice, had severe head¬ 
ache, the temperature rose up to io4°F., and there 
was tenderness over the occiput of the same side; 
the pulse was irregular; there was free discharge 
from the wound, but apparently no evidences of 
meningitis. The next day she was rather better, 
but still had headache; there were no meningeal 
symptoms, but it was thought advisable to expose 
the mastoid again, when there was found a fistula 
on the outer surface, which on being opened was 
seen to lead back to the posterior fossa. Here 
there was extra-dural pus. The whole of the bone 
posterior to the mastoid was removed with cutting 
forceps, and the mastoid was cleared up to the 
antrum. The route between the extra dural abscess 
and the antrum was not clear. The lateral sinus 
was not identified, but the dura was exposed and 
found to be covered with granulations; these were 
gently curetted off. Removal of bone of the 
posterior fossa disclosed healthy dura below, but 
not internally towards the labyrinth. Previously 
to the operation lumbar puncture was performed 
and the fluid found clear and normal. A few days 
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later there was an attack of headache, but no 
nystagmus, the optic discs being rather swollen. 
Two days later she came under Dr. Grant’s care, 
and he thought it right to open the wound at once ; 
he removed the bridge between the mastoid and 
the middle ear and was able to identify the lateral 
sinus, which he opened and found to be throm¬ 
bosed. He exposed it almost as far back as the 
torcular, and evacuated from the sinus, at a con¬ 
siderable distance back, a large quantity of pus; 
he opened it freely until no more pus was visible, 
the sinus appeared normal in its interior and there 
was a moderate flow of blood. The sinus was 
packed with gauze and the wound partially closed, 
a drainage-tube being left in for two days. The 
patient went on fairly well for a few days, but the 
temperature again rose (though not so high as before) 
in spite of the fact that the wound was opened. 
Dr. Grant then recommended the application of 
Crede’s collargol ointment, which he hoped would 
become absorbed and have an effect on the 
pyaemic processes, as he had seen in other cases. 
Whether on this account or only coincidentally 
with it, the patient had no more rises of tempera¬ 
ture. 

Apparently this case was originally one of 
suppuration in the middle ear. There was some 
dehiscence from the cavities of the middle ear into 
the posterior fossa and into the groove for the 
lateral sinus ; the pus had made its way out through 
an opening on the surface of the temporal bone, 
namely, the orifice through which the emissary 
vein of the mastoid passed; and therefore what 
at first glance appeared to be a mastoid sinus 
was in reality an extension of an extra-dural 
abscess; it was a “ shirt-stud ” abscess, the two 
parts of the abscess being united by a narrow neck, 
one inside the skull and the other outside, com¬ 
municating through the hole in the temporal bone. 
Dr. Grant had sometimes been able to detect this 
condition by cleaning out the ear well and then 
pressing the swelling behind the ear, when pus was 
seen to well up from the depths of the tympanum, 
but in this case this did not appear to have been 
observed. The presence of a swelling over the 
mastoid, which was not quite typical and which was 
perhaps rather high or posterior, should suggest 
the possibility of extra-dural abscess. In this 
particular case, the pus pressing on the lateral 
sinus had caused thrombosis of the lateral sinus. 
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and it was very important to evacuate such pus 
early before there was time for this thrombosis 
to take place. 

The lateral sinus was opened as far as the bulb, 
but the jugular vein was not tied. 

Tuberculosis of Ventricular Band. 

The patient, a man, aet. 36 years, was first seen on 
September 6th, when he complained of soreness of 
the throat with some pain on swallowing. This had 
started suddenly four months ago, and had gradually 
increased in severity. The voice was husky and there 
was some pain on utterance; there was cough, which 
was more marked in the morning. On laryngoscopic 
examination there was found a moderate general in¬ 
filtration of the right aryepiglottic fold concealing 
the right ventricular band and almost hiding the 
vocal cord ; the inner aspect of the aryepiglottic fold 
and posterior and outer part of the ventricular band 
were occupied by an irregular oval ulcer of very 
moderate depth, with a pale granular floor. At 
first sight the appearance was suggestive of tuber¬ 
culosis, but its unilateral character and the absence 
of tubercle bacilli seemed .to negative this. Wasser- 
mann’s reaction was negative and no improvement 
followed the administration of iodide of potassium. 
A small portion from the floor of the growth was 
removed for microscopical examination, and Mr. 
Wingrave reported as follows: ‘/It is very suspicious, 
the epithelium being greatly thickened, irregular in 
size, shape and grouping. It shows a great ten¬ 
dency to spread inwards and to form ‘pearls/ 
There is also considerable lymphocytic infiltration. 
It may be granulomatous, but the epithelial activity 
is so marked that it is strongly suggestive of early 
malignancy.” A little later on Dr. Grant removed 
another piece for microscopical examination and 
this was found to be typical tuberculoma. Mr. 
Wingrave reported that the giant-cells and epithe¬ 
lial infiltration were unmistakable; it was stained 
for tubercle bacilli but with negative result, show¬ 
ing that the growth evidently belonged to the non- 
bacillary type of tuberculoma which was probably 
lupus. Dr. Grant cauterised the ventricular band 
by means of the galvano-cautery and great improve¬ 
ment took place. The patient also introduced an 
oily solution into his larynx through the nose, 
according to the method devised by Lannois, of 
Lyons. About half a drachm of an oily solution 
was poured, by means of a small glass syringe, into 


the patient’s nostril while sitting up with the head 
thrown back, the mouth open and breathing gently 
carried on, any inclination to swallow being abso¬ 
lutely resisted by a voluntary effort on the part of 
‘ the patient. A useful formula for the oil was 
eucalyptol 1 part; oil of sweet almonds 19 parts 
with sufficient methylene blue to colour it; the 
presence of the liquid in the larynx could be con¬ 
firmed by means of the laryngoscope He had 
also used Le Due’s tube for the inhalation of 
powders into the larynx. 

Radical Mastoid Operation. 

The patient hted a radical mastoid operation 
performed some years ago, but he recently came 
to see Dr. Grant with his ear filled up with an 
accumulation of epithelial debris . The radical 
mastoid operation had turned out excellent; there 
was a large cavity, the lining of which was smooth 
and almost of the nature of skin, but it desqua¬ 
mated just as skin always did. In an ear which 
had been operated on there was not the same 
mechanism for the extrusion of the desquamation 
as in the normal ear, so that it accumulated and 
had to be cleared out from time to time. 

Papilloma on the Vocal Cord. 

The patient, a woman, aet. 40 years, complained 
of huskiness and slight difficulty in breathing of 
nine months’ duration. She was the subject of a 
nervous affection so that there was a great possi¬ 
bility that the hoarseness might be due to some 
disturbance of the innervation of the muscles of 
the vocal cords, preventing their proper approxi¬ 
mation, but on examination there was seen in the 
larynx a small papilloma under the edge of the 
middle of the right vocal cord; there was also 
enlargement of the lingual tonsil. 

Empyema of the Right Antrum and Frontal 
Sinus. 

The patient, a woman, aet. 41 years, complained 
of obstruction in the right nostril and frontal head¬ 
ache. Muco-pus was to be seen in the naso¬ 
pharynx and polypoid enlargement of the right 
middle turbinated body. There was slight tender¬ 
ness on pressure over the right frontal sinus. 
Transillumination showed dulness of the right 
antrum and frontal sinus. A quantity of pus was 
washed out of the right antrum by means of 
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Lichtwitz’s trocar and cannula, and also out of the 
frontal sinus by means of Hartmann’s. Dr. Grant 
then removed a portion of the right middle tur¬ 
binated body ; this was followed by great relief, 
the discharge having a free means of escape. 
There was also some hypertrophy of the anterior 
lip of the hiatus semi-lunaris (in other words the 
unciform process of the ethmoid), which Dr. Grant 
proposed removing by means of a curved probe, 
pointed bistoury and a snare. 

The “ Voice-raising ” Test for Deafness. 

The patient, a man, was the subject of complete 
nerve-deafness. The tuning-fotk could not be 
heard at all on the mastoid and only when placed 
on the meatus. He had been deaf for a little piqre 
than three years, and the deafness had come on 
gradually. He was acquiring the art of lip-reading. 

In order to test whether the deafness was real, I 
Dr. Grant put one of Barany’s noise-machines in 
each ear and asked the patient to read out aloild, 
and it was to be noticed that the patient did not 
raise his voice when the machines were working. 
Dr. Grant tried this test on two people with normal 
hearing, and when the machines were made to 
work in the ears, the voice was quite distinctly 
though unconsciously raised. This test proved 
that the deafness in the present patient’s case was 
genuine. 

Case of “ Attic ” Suppuration Sent for 
Consultation. 

The patient complained of deafness in the lfeft 
ear of about one year’s duration, which was gradu¬ 
ally getting worse; there was also a discharge which 
was preceded by earache ; the deafness had come 
on before the discharge. There was seen a swelling 
and redness of the posterior part of the tympanum 
and muco-pus in the antero-inferior segment; there 
was also cerumen adherent to the walls of the 
meatus. There was no giddiness. After the ear 
was syringed, there could be seen extreme bulging 
of the anterior part of the membrane; the lower 
part had undergone calcareous degeneration, and 
there was moisture on the lower half of the external 
surface ; also a small polypoid projection from the 
postero-superior part of the attic. There was no 
doubt some suppuration in the attic. No perfora¬ 
tion sound was heard on inflation, and inflation 
greatly improved her hearing power. It was a case 


of chronic suppuration of the attic with catarrh of 
the middle ear. Dr. Grant recommended gentle 
politzerising twice or thrice a week and the instilla¬ 
tion of drops consisting of boracic acid £ drm., 
rectified spirits 5 drm., and distilled water 3 drm. 
He also recommended considering the advisability 
of cauterising, curetting, or otherwise dealing with 
the polypoid swelling in the postero-superior part of 
the tympanum. Such cases sometimes required the 
radical mastoid operation, but skilful intra-tympanic 
treatment often rendered this unnecessary. Much 
depended upon whether the suppurating attic cavity 
was in direct communication with the rest of the 
tympanum. It was sometimes quite shut off, and 
therefore to be treated by conservative methods. 
In the present case the absence of perforation sound 
suggested that this state of matters was present. 

March 11 th % 1912. 


Perforated Peptio Ulcer of (Esophagus.— 

The most typical and constant symptoms of this 
condition are: Pain, which is severe and comes on 
immediately after food, the site of the pain being at 
the lower end of the sternum and a little to the left 
of it; pain is also felt between the shoulders. 
Vomiting is the next most constant symptom. 
Dysphagia is present in more than half the cases ; 
it is due to reflex spasm of the muscle of the oeso¬ 
phagus from pain, and is the main diagnostic point 
between the condition and gastric ulcer. Haema- 
temesis is also a common symptom. Perforation 
has occurred in eight cases, thrice into right pleural 
cavity, once into left, once into both (in each case 
with pneumothorax), one each into aorta, peri¬ 
cardium, and lesser omental sac. The ulcer is 
usually single. It may extend into the stomach, 
and independent ulcers may occur in stomach or 
duodenum. The situation is usually close to the 
cardiac orifice, and the right postero-lateral wall 
i appears to be the commonest site. The condition 
is usually found in middle life. As regards sex, of 
forty-five cases in which the sex was specified, thirty- 
one were males and fourteen females. Miller’s 
patient had an ulcer of the lower part of oesophagus 
perforating into the left mediastinum and left 
pleura; pyo-pneumothorax; old tubercle at both 
apices; chronic ulcer of duodenum ; recent fibrinous 
pericarditis; cloudy swelling of organs.— -Journ. 
AM.A ., vol. lviii, No. 7. 
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IS IT A CASE FOR OPERATION? 
A PROBLEM IN DIAGNOSIS.* 

By DAVID DRUMMOND, M.D., D.C.L., 

Senior Physician to the Royal Victoria Infirmary, 
Newcastle-on-Tyne, etc. 


All conscious of the danger of stirring up strife, 
I nevertheless venture to ask your attention to a 
subject which involves the process of professional 
stocktaking and requires some courage to pursue. 
I refer to the matter involved in the question — Is 
it prudent and sound and to the advantage of the 
profession and public that operations are now so 
lightly undertaken, without the careful reflection 
that formerly led to the decision to perform* them, 
and often upon patients in whose cases diagnosis 
and a correct judgment only await investigation ? 
I shall take the risk—if risk there be—secure in the 
belief that all will be gainers by its discussion, and 
confident that I shall be acquitted of any desire to 
disparage the advances made in surgery of late, or 
to detract from the credit belonging to pioneers 
and their honest followers, for all honour is due to 
those who faithfully, and with a proper sense of 
their responsibilities, utilise their art for the cure of 
disease, and plan and conduct their operations 
after careful consideration and upon scientific 
grounds. 

I would therefore at the outset acknowledge 
with gratitude the great indebtedness of ourselves 
and thousands of our patients to surgeons for the 
courage and skill with which they have tackled 
sepsis and its results, and mechanical obstructions, 
to say nothing of ovarian and other internal 
tumours. And I would also seize an early oppor¬ 
tunity to admit frankly the extent to which students 
of diagnosis and prognosis are indebted to opera¬ 
ting surgeons, who, by the practice attending the 
modern formula “open and see,” have let much 
light into obscure places. 

* A Lecture delivered at the Polyclinic. 
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Here we have all the advantages of post-mortem 
inquiry, and that at a comparatively early stage of 
the disease and when the facts of the case are 
fresh in our minds. It seems churlish after this to 
say anything that may be construed into a com¬ 
plaint, but one almost deplores the fact that opera¬ 
tions can be performed so easily and so safely, for 
seldom do these considerations enter into the 
question. 

Yet I feel we are justified in urging a little more 
caution, a little more attention to symptoms and 
signs in the hope of being able shortly to advance 
beyond the present anomalous position which is a 
reproach to the profession, viz. that we only too 
often invite the surgeon to operate in order to 
decide if the case be suitable for surgical inter¬ 
ference. Thoughtful surgeons are raising the 
question themselves, and I feel that it will not be 
long before we shall be subjected to the adverse 
criticism of the public. Quite recently I was 
forced to listen to a tirade delivered against the 
profession by an angry lady, the mother of a patient 
the subject of consultation, who wound up with— 
“ Oh, the doctors have gone mad over operations,” 
which was all the more trying as I was at the time 
contending with her for a hearing and attempting 
to deliver myself of the opinion that her son's case 
was not a suitable one for operation. 

With this protest against the spirit and tendency 
of the times, I shall proceed to discuss from the 
point of view of an interested onlooker the question 
that forms the subject of my address—Which cases 
call for operation and which cases should be left 
alone ? 

Anyone with a little dexterity—and even if he 
lack it—and some knowledge of the essential tech¬ 
nique can operate, but comparatively few are 
interested in diagnosis and have the patience to 
work out the history and particulars of the case, and 
fewer still possess the knowledge that would entitle 
them to offer an authoritative opinion. I recently 
heard a distinguished physician of great reputation 
and experience say, “ I know many surgeons who 
could be trusted *to operate with success, but I only 
know three or four with whom I would care to 
discuss a case.” Bearing upon this point I might 
quote from an instructive paper by my colleague, 
Prof. Rutherford Morison : * 


“ There is no more difficult problem in surgery 
than that which presents itself in making a proper 
selection of cases for operation. Anatomical, 
physiological, and pathological knowledge, dia¬ 
gnostic acumen, prognostic capacity, are all re¬ 
quisites of the good surgeon. Anvone can become a 
Surgical mechanic . Capable surgeons are not so 
easily produced. It is so easy and so safe to cut 
everywhere t to see,' that the surgeon is encouraged 
to operate in any case and in every case. The 
public applauds because something has been done. 
The surgeon and the public are apt to forget, until 
they receive an unpleasant reminder, that it may 
sometimes be wiser to do nothing.” 

It is impossible to over estimate the gravity of 
the situation created by the success that has attended 
surgical practice in connection with some abdo¬ 
minal emergencies, nor can too much stress be laid 
upon the terrible responsibility which the urgent 
necessity of deciding for or against operation has 
imposed upon doctors. The responsibility has 
proved too great for the majority, who, as a rule, 
shift it upon the shoulders of someone else—the 
friends or a consultant. There are others, again, 
who cry out for an exploration at the earliest indica¬ 
tion of an alarm, and a few—and fortunately now¬ 
adays very few—who decline to recommend an 
operation under any circumstances, and in support 
of their decision point to the fact that patients 
have recovered even when in a parlous condition 
in the days before operations became common. 
But perhaps the most disastrous practice, which is 
unfortunately only too common, is to shut one's 
eyes to the danger until the proper time for opera¬ 
tion has passed. • 

The time has now, I think, arrived when we 
might with advantage make an inventory of the 
facts brought to light since the new order of things 
became established, when we might take stock of 
our experiences acquired since surgeons invaded 
the realms of medicine and pegged out their claims. 
At first they joined us as colleagues, and we 
welcomed their co-operation in the treatment of 
the case, but now seemingly it is different, and 
diagnosis, based upon history and physical signs, 
according to them is no longer necessary, and no 
one else dare “jump the claim.” And this at a 
time when co-operation striving after accuracy in 
diagnosis is more essential than ever, for not only 
should wea : m at recognising the essential nature of 


* * Lancet/ December i6th, 1911. 
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the case, but also at discriminating between those 
suitable and those unsuitable for operation, which 
is diagnosis within diagnosis. 

Let us first ask ourselves what attitude should 
we adopt towards abdominal emergencies? And 
here let me say that the tell-tale signs of an acute 
and serious abdominal lesion are as a rule suffi¬ 
ciently patent to be interpretated without much 1 
difficulty, so there is no reason why practitioners 
should not think for themselves and come to a 
speedy decision upon the question of operation or 
no operation. This they generally decline to do 
but prefer to call in a surgeon, who may not be of 
much assistance until the decision to operate has 
been arrived at, though quite prepared to explore 
in order to settle the diagnosis. 

In referring thus to the indications pointing to 
an acute abdominal lesion it must not be supposed 
that I am making light of the difficulties attending 
differential diagnosis, for all agree that these diffi¬ 
culties are at times very great, and that the narrow 
distinctions may defy detection. Who, for example, 
has not seen the abdomen opened for ruptured 
pyloric or duodenal ulcer and a gangrenous 
appendix found ? Or appendicitis diagnosed and a 
renal calculus discovered to be the offending cause? 
Nor can we overlook the remarkable resemblance j 
between gall stone attacks and duodenal ulcer; 
whilst acute pancreatitis would seem to simulate in 
turn nearly all abdominal emergencies. And it is 
only necessary to recall the tricks played upon us 
by twisted pedicles, ruptured ectopics, and acute 
pelvic sepsis from leaking tubes, etc., to emphasise 
the difficulties attending differential diagnosis. 

Though it is most desirable that we should j 
always attempt to distinguish between these con¬ 
dition—and no doubt we are advancing along the 
difficult road of diagnosis— yet until we reach our 
goal and can see our way more clearly we must be 
content to be guided by certain fundamental rules 
which are framed essentially in the interests of the 
patient. 

The conditions calling for immediate operation, 
could we but recognise them, are : Acute sepsis 
depending upon a gangrenous and usually a per¬ 
forated appendix, ruptured gastric or duodenal ulcer, 
or other less frequent causes; certain mechanical 
obstructions such as blocked ureter, acute intestinal 
obstruction, twisted pedicle, etc. ; and of course 
some cases of internal /nemorrhage, ruptured ectopic 


for example. The danger-signals in most of these 
alarming misadventures are acute pain* tenderness, 
rigidity of the abdominal muscles, rapid pulse, and 
vomiting; and these symptoms alone, indicating 
one or other of the causes of acute sepsis or some 
other alarming condition, would certainly justify 
early operation. I say ‘‘justify,”for there are other 
lesions which may produce a very similar clinical 
picture which should be left alone, but to these I 
shall return. 

The justification for operation may be summed 
up in the statement that the risk of leaving the 
patient is much greater than the risk attending an 
early operation. The time to operate in these 
cases is, Prof. Morison tells us, within twelve hours, 
and I should certainly say the sooner the better in 
cases in which pain, muscular rigidity, and rapid 
pulse are well marked. These indications are 
unfortunately not always present to guide us, at 
least they may not arrest our attention in a con¬ 
vincing way, so we are only*too frequently disposed 
to listen to the earnest entreaties of the friends and 
allow valuable time to pass. Our indecision is 
probably much helped by the not infrequent ex¬ 
perience in which a patient will pass through a 
serious appendix illness marked by all the sym¬ 
ptoms and signs of acute sepsis, and make a satis¬ 
factory recovery. Or the question of operation is 
postponed because these signs have not been 
correctly interpreted ; but given a case in which 
we have no doubt about the condition, and we 
ought to act with courage and promptitude. 
Suppose an operation were devised for the cure of 
croupous pneumonia, which, if performed early, 
would rob the disease of its terrors and effect a 
cure in almost every case, would we hesitate ? I 
think not; and few vrould have the courage to 
oppose the operation because a large' proportion 
recovered without it. And why should we hesitate 
in abdominal emergencies? which is being done 
every day, and patients are dying in consequence. 
The important point to recollect is that if operation 
is to succeed, it should be done early. True, 
j some cases of acute sepsis do well even if the 
1 operation be postponed until the third or fourth 
day, but I am inclined to think that a number of 
| these would recover even if left alone, and I am 
I disposed to endorse the opinion that it is better 
! to leave a case of septic peritonitis in which the 
pulse remains rapid and the tenderness and rigidity 
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continue, to Nature after the fourth day (and some 
would say after the third), and to raise the question 
afresh a few days later should the patient survive. 

In a particular group of cases, sufficiently large 
to justify special attention, the symptoms and signs 
are so far modified that a mistake is very apt to be 
made, and the serious nature of the condition over¬ 
looked. Here the pain is not at any time acute— 
little more than local discomfort, amounting perhaps 
to a sense of stiffness with tenderness on pressure. 
The temperature may be raised but slightly and 
the pulse scarcely at all accelerated ,* there may be 
no vomiting, and practically no rigidity, and with 
rest in bed and hot applications the symptoms may 
improve to such an extent that all feeling of anxiety 
may be allayed. These patients, as a rule, vomit 
after a dose of a purgative like castor oil, or the 
administration of an enema, and the tenderness 
and pain continue day after day with increasing 
abdominal distension. They do well after opera¬ 
tion, even when postponed as late as the fourth or 
fifth day (though the earlier the better), and a 
gangrenous appendix is commonly found. 

With regard to perforating gastric and duodenal 
ulcers, we should adopt the advice of Prof. Morison 
and have them closed during the first twelve hours, 
and I have his authority for saying that if this be 
done early, that is, before sepsis has secured too 
firm a hold, the patient’s recovery can be confidently 
anticipated. Later, that is, after the sepsis has 
diffused itself throughout the peritoneal cavity, 
when pockets of pus have formed between coils of 
intestine, the patient’s chances are not improved by 
operation, though the cases differ very much in this 
respect, and the stage at which we can recommend 
operation with any prospect of success must vary 
very much. 

The virulence of the poison, the size of the dose, 
and the state of the patient’s protective mechanism 
—his resistance—will all influence the result. As 
in appendicitis, so in rupture or leak of a gastric or 
duodenal ulcer, the diagnosis is not always easy. 
We may, however, be guided by the same indica¬ 
tions—more or less collapse with pain and tender¬ 
ness, rigidity, possible vomiting, and a quickening 
pulse. But sepsis from a leaking ulcer is not 
always ushered in by a full complement of signs 
and symptoms, and so we may be hard pressed for 
trustworthy grounds upon which to base a decision, 
and, as in the case of appendix, allow valuable time 


to pass, but experience acquired in the systematic 
search for the characteristic indications—sudden 
onset, pain, rigidity, and perhaps, above all, in¬ 
creased pulse-rate—will usually prove helpful in 
teaching us to avoid mistakes. In these cases, then, 
we operate early, and do so, as before, to obviate 
the tendency to sepsis. Few would care to call in 
question the wisdom of operating as soon as the 
j diagnosis has been established on cases of rupture, 
but there are many who oppose operation in cases 
of chronic gastric and duodenal ulcer on the ground 
. that they are amenable to other forms of treatment. 

Here we are brought face to face with a most diffi- 
! cult problem, the solution of which manifestly 
depends upon an accurate diagnosis. First we 
must satisfy ourselves of the existence of ulcer, and 
; then decide upon its nature—is it recent and com- 
I paratively superficial, or chronic and deep ? The 
history will often assist us, and if this embrace a 
fair trial of a common-sense line of treatment which 
i has failed to effect a cure, we are practically left no 
alternative than to recommend operation (gastro¬ 
enterostomy). The question would, of course, 
arise, how far are we justified in thus appealing to 
experience to settle the point ? What, in other 
! words, do we understand by a common-sense line 
! of treatment of gastric or duodenal ulcer? With¬ 
out going into details, it certainly should include 
confinement to bed and physiological rest to the 
stomach, over a certain period, and later tests, 
judiciously carried out, as to exercise and diet, so 
as to ascertain how far recovery can be relied upon. 
All this is highly important, for it is essential that 
we should satisfy ourselves, before recommending 
an operation, that the patient’s case has resisted 
medical treatment properly carried out. 

| I have not entered upon the question qf the 
diagnosis of ulcer, as the time at my disposal will 
! not allow me to do justice to it, but I would just 
! remind you that an ulcer is often present in a 
chronic case when the symptoms merely suggest 
functional dyspepsia, and that haemorrhage, and 
even repeated haemorrhages, do not necessarily 
1 indicate ulceration, for it is now well known that 
gastrostaxis occurs without any gross lesion of the 
mucous membrane. 

As you know, the opinion has been*advanced 
I stiongly of late that cancer results from chronic 
ulcer—that it grows on 4 an ulcer base. This view 
I do not hold, and nothing in my experience bears 
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it out. That cancer may follow ulcer I do not 
doubt, but that this is the ordinary sequence of 
events I do not believe. In support of this con¬ 
tention I would point to the fact that in the 
majority of cases of cancer there is nothing in the 
patient's history to suggest a chronic ulcer. I refer 
to the point, because excision of the ulcer has been 
advocated in the hope of preventing the develop¬ 
ment of malignant disease, and I do not recommend 
the operation. 

It has not been the custom of my corresponding 
surgeon in the Royal Victoria Infirmary, Prof. 
Morison, to excise a gastric ulcer, and of several 
hundred cases upon which gastro enterostomy has 
been performed for ulcer, in only two (both 
suspected of malignancy at the time of operation) 
has cancer developed, and I may certainly add that 
our clinical experience is against the view that 
cancer originates from simple ulcer. 

The success that has attended surgical interfer¬ 
ence in cases of mechanical obstruction from 
chronic ulcer of the pylorus or duodenum, giving 
rise to dilatation of the stomach, has been striking, 
and marks one of the greatest triumphs of modern 
surgery. I feel therefore that we may unhesitatingly 
recommend operation in cases in which dilatation 
can be made out. Care is, of course, necessary to 
avoid mistakes in diagnosis, as succussion is not 
uncommon in nervous dyspepsia. Some are in¬ 
clined to defer operation until the dilatation has 
become extreme, and its existence placed beyond 
doubt by the patient bringing up enormous 
quantities of retained stomach contents at periodic 
intervals, which is not good practice and is 
certainly not free from risk. 

The question, should operation be performed in 
cases of carcinoma of the stomach, is not so easily 
answered. It is a question that is still sub judice 
by physicians and others who enjoy the con¬ 
fidence of patients, and whose duty it is to advise 
them to the best of their ability and safeguard 
them against interference that may be mischievous. 
I say this advisedly, as there are, I am afraid, 
always surgeons to be found who are able and 
willing under any circumstances to explore a 
malignant stomach whose clinical experience and 
knowledge of physical signs are not equal to their 
skill with the knife ) and it should be borne in 
mind that exploratory operations when cancer is 
only suspected are seldom useful and frequently 


do considerable harm. The results of gastrectomy 
are not very encouraging, and I think we would be 
well advised to hesitate before recommending 
removal of gastric carcinomatous tumours, unless 
the operation were undertaken at a very early.stage 
of the disease. There is no doubt, however, that 
i in some cases of pyloric growth with obstruction 
marked relief follows gastro-enterostomy. 
i To put it shortly, operation in cancer of the 
I stomach may be recommended when the growth 
is causing starvation by blocking the cardiac 
j orifice. Then the palliative operation of gastros- 
! tomy may prolong life with little discomfort for 
several months. It may also be recommended 
when there is a movable tumour at the pylorus, 
and signs of defective motility with retention of the 
stomach contents. The operation may be either 
! palliative (gastro-enterostomy) or radical (usually 
partial gastrectomy). Unfortunately, cancer of the 
stomach is one of the most malignant of cancers, 

| and, as I have said, the chances of permanent 
. cure, though better than they were, are still small. 

The question also arises in cases of gall-stone 
attacks, Is it a case for operation? Writing on this 
subject for the general guidance of his readers, 
Prof. Morison states : “ Their removal by opera- 
; tion from the gall-bladder is safe and easy and the 
! results are satisfactory. After they have escaped 
into the ducts, . . . however, the operation for 
their removal is likely to be dangerous and difficult. 
The most skilled operator may fail to find some of 
them, and recurrence of the attacks, or imperfect 
recovery, the result of septic changes in the ducts, 
liver and pancreas, are not uncommon.” He would, 

! therefore, advocate operation before the calculi 
! leave the gall-bladder, and if we could always 
diagnose the case correctly and knew what was in 
i store for the patient—in which cases the gall-stones 
! would give trouble and in which they would remain 
dormant—it would be well to operate early and 
thus obviate the risks referred to. But the diag¬ 
nostic difficulties are great and in many cases no 
serious symptoms arise, whilst not a few undergo 
natural cure. This is indeed a difficult question 
but I do not think we are justified in advocating 
operation in every case of gall-stones. I might, 
perhaps, divide the cases into four groups: First, 
those in which pain and other symptoms of chronic 
dyspepsia are associated with biliary calculi; second, 
acute inflammation of the gall-bladder due to a 
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stone blocking its neck; third, recurring charac¬ 
teristic attacks of jaundice, etc.; and fourth, 
chronic jaundice from obstruction of the common 
duct by a gall-stone. 

No general rule can be laid down as a guide to 
practice in these cases; certainly in chronic jaundice 
in which the obstruction would seem to be per¬ 
manent (Group 4) an operation is justifiable, and, 
though a serious undertaking, is usually successful 
in the hands of an experiencd surgeon. 

In all cases of gall-stones the question must be 
settled on the merits of the case, and due import¬ 
ance attached to the severity of the symptoms. 
If these are sufficiently severe to justify an explora¬ 
tion, and gall-stones are found, they should, of 
course, be ^dealt with, and this would settle the 
question in connection with Group 1. 

I may say, however, that as a rule there is no 
indication for gall-stone operations unless the history 
and physical signs are definite. The history on 
which we rely is one of sudden attacks of colic 
coming on as an interruption to a period of good 
health, and perhaps leaving as suddenly and causing 
no subsequent illness. These are definite gall-stone 
attacks, and may or may not be followed by a day 
or two of slight jaundice due to obstruction. The 
point to recollect is that uncomplicated gall-stones 
that do not obstruct produce no symptoms and 
therefore do not call for operation, and those 
symptoms usually attributed to them are better 
treated by other methods. 

With regard to Group.2 (stone stuck in the neck 
of the gall-bladder with inflammatory symptoms) 
the possibility of gangrene and rupture must be 
borne in mind, but this is a rare accident, and in 
the majority of cases there is little cause for anxiety. 
The decision for or against operation in cases of 
recurring gall-stone attacks with jaundice is often 
settled by the patient, who may force the doctor's 
hand, or decide to put up with his complaint on 
discovering that the gall-stones are escaping more 
easily and with less suffering as the common duct 
dilates. 

To repeat, in order to avoid gangrene of the 
gall-bladder and sepsis of the bile-ducts and liver, 
it would greatly simplify matters to decide to clear 
out the gall-bladder so soon as the fact is recognised 
that it contains calculi, but, for the reasons given, 
I do not think we are entitled to take this view 
of the question. 


I shall now refer to a more debatable part of my 
subject (for I suppose there is no phase of the 
question, upon which there is a consensus of opinion) 
and shall draw your attention to a group of cases 
to which surgeons have of late turned their atten¬ 
tion, but with comparatively little success. I allude 
| to a large class of dyspepsias in which a somewhat 
! indeterminate pathology becomes a more definite 
cause of symptoms under the influence of a highly 
! neurotic temperament. Pain, sickness, and flatu¬ 
lence, are symptoms common to disturbance of any 
of the abdominal or pelvic viscera, and it has 
! become the fashion to apply a name to the type 
drawn from t\\e particular viscus or structure 
affected. Thus we may have appendix dyspepsia, 
duodenal dyspepsia, etc., including gall-bladder, 

< pancreatic, renal, and uterine. It is to these in¬ 
definite conditions I wish to refer, in which it is 
often a difficult matter to trace the dyspeptic 
j symptoms to their so-called source, which of course 
] is necessary for successful surgery. 

I I can only make reference to one form, and shall 
select appendix dyspepsia as an illustration. This 
diagnosis has recently become a fashion, and I may 
at once say that I do not think that the majority of 
patients whose cases are so diagnosed derive 
lasting benefit from the operation of appendicec- 
tomy. That patients with chronic mischief in their 
appendix frequently refer their chief trouble to 
the stomach cannot be doubted, but I would not 
advocate operation unless a reasonably probable 
1 diagnosis of appendicitis can be made. There are 
; two useful guides to this end: The first is the 
, history of a definite attack of appendicitis, or of a 
, series of lesser attacks localised to the appendix 
area, it may be at some distant period from which 
the gastric symptoms dated. The second is the 
discovery of a tender or enlarged appendix, pressure 
upon which produces the epigastric pain complained 
of. It is important also to note that in these cases 
in which there is a real connection between the 
appendix and the gastric symptoms the pathology- 
found usually confirms the diagnosis, for the mucous 
membrane of the appendix is seen to be the seat 
of gross, though possibly chronic, septic changes, 

I and I would add that I cannot consent to the view 
j held by some surgeons, who are not perhaps close 
pathological observers, that adhesions, thickening 
of the walls of the appendix, and obliteration of its 
lumen are conditions likely to provoke symptoms, 
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and that they should therefore be dealt with. 
These are obviously indications of past mischief 
and point to a cure by Nature of the original 
complaint. Nor can we accept altogether the 
evidence of the microscope, because minute lesions 
of the appendix are to be found in almost every¬ 
one over twenty-five years of age. 

I shall ask your attention to the particulars of 
one or two cases which will serve to illustrate the 
grounds upon which the opinion I have already 
offered is based, for to repeat, it has been our 
infirmary experience that the majority of patients 
with appendix dyspepsia, when careful examination 
has failed to suggest the correct diagnosis, are 
ultimately no better for having their appendix 
removed. 

Case i.— Miss A— , set. 39 years, came under 
observation on October 3rd, 1910, with a history 
that for seventeen years she had suffered from pain 
in the stomach, which came on in definite attacks. 
On the first occasion she was seized suddenly with 
pain in the stomach while walking in the street. 
The pain was felt all over the abdomen, and was 
not localised to any place, and was severe enough 
to make her roll about and cry out, and as a rule 
had a definite relation to food, coming on about 
half an hour after a meal, but at times occurred 
apart from food. On several occasions she vomited 
coffee-ground material. 

She presented a healthy appearance. Her tem¬ 
perature and pulse were normal. There was 
tenderness over the upper, half of the abdomen, 
and the right kidney was mobile. There was 
tenderness over the appendix area, but no rigidity 
of the abdominal muscles. 

On October 5th, 1910, a vertical incision was 
made over the gall-bladder. The stomach and 
gall-bladder were found normal; the right kidney 
was very mobile. The appendix, which was 
removed, was 4 in. long, was thickened, and con¬ 
tained a stercolith. 

The patient had a good deal of pain several 
days after the operation, but made a good recovery 
and left hospital well and healed on October 31st, 
1910. 

It has been reported that she has not been any 
better since the operation, and has continued to 
suffer from precisely similar attacks. 

Case 2.—B. C —, a man, aet. 39 years, was 
admitted to private hospital in January, 1908. 


For many years patient had bean troubled by 
indefinite stomach symptoms, and had been in the 
habit of washing out his stomach with a tube, 
which afforded him relief. He was in his usual 
poor state of health till three hours before admis¬ 
sion, when he had all the symptoms of sudden 
perforation of a gastric ulcer, and this diagnosis 
was made. 

On admission he looked pale, but felt fairly 
comfortable, having had morphia before leaving 
home. His pulse was 100, temperature 98° F. 
There was general abdominal rigidity and dulness 
in both flanks ; also marked tenderness over the 
upper half of the right rectus muscle. Rectal 
examination showed nothing. 

The abdomen was opened by a median incision 
above the umbilicus, and a good deal of purulent 
fluid and lymph was seen surrounding and adhering 
to the stomach, duodenum and intestines. The 
stomach and duodenum looked normal, and 
nothing could be felt in either, and the gall bladder 
was healthy. On introducing the hand into the 
belly cavity, the appendix was found to be the seat 
of the trouble. The median incision was carried 
down to within 2 in. of the pubes, and the appen¬ 
dix, which was gangrenous and perforated, was 
found lying curled up on the inner aspect of the 
caecum. It was surrounded by a large abscess, 
which had ruptured at the inner side and flooded 
the abdomen with pus. 

Appendicectomy was done, the belly cavity was 
washed out and drained, and it was hoped that 
removal of the appendix might cure the long-stand¬ 
ing stomach symptoms from which the patient had 
suffered. 

The appendix was three inches long. About 
half an inch from the csecum was a gangrenous 
patch, with perforation. At the tip there was 
thickening of the coats showing old inflammation. 
Just proximal to this was another gangrenous patch. 
There was no stercolith. 

Except for a cough which he developed, the 
patient made a good recovery, and went home. 
A note two years later from his doctor states that 
j he is no better so far as the stomach is concerned; 

| that he still has attacks of pain, vomiting and 
| flatulence, and is obliged to resort to stomach 
t lavage for relief. 

I could record many other cases in which obsti¬ 
nate gastric symptoms led to the removal of the 
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appendix with just as.disappointing results, and I 
feel bound, therefore, to enter a protest against the 
wholesale practice of removing the appendix in 
these cases. I do not deny that sometimes the 
operation is followed by relief, which may be per¬ 
manent, but I doubt very much if the appendix j 
lesion is the real cause of the clinical picture. | 

I have already referred to gall-stone dyspepsia, 
and I would just add that what I have said con¬ 
cerning the vermiform appendix applies with even 
greater force to the gall-bladder. In the class of 
doubtful cases often submitted to exploratory opera- ! 
tion gall-stones are not infrequently discovered, 
because they are a common pathological entity. | 
They are then always removed as is the patholo¬ 
gical appendix, and under the circumstances rightly 
so. But we must labour under no delusion in this 
matter, for a cholecystectomy and an appendicec- 
tomy will not cure these cases, and we need only 
expect it to do so if gross inflammatory changes 
are found in the interior of the appendix or gall¬ 
bladder, and, as we have seen, not always .then. 
The fact is, the majority of these indeterminate , 
cases are the subjects of neurasthenia and are j 
obsessed by their dyspeptic symptoms. 

And so we might deal with some other forms of j 
dyspepsia alluded to—uterine, for example—and 
show by illustrative cases that operative interference 
is seldom successful, but as I have set myself a 
task that embraces a wide field of observation I 
must pass on. 

Another class of case with abdominal symptoms 
of which my opportunities have afforded me a con¬ 
siderable experience, and in which the question of 
operation is frequently raised, is floating kidney. 
You are all, no doubt, familiar with these cases and 
know how elusive are the pains and other symptoms 
associated with the condition, and how difficult 
they are to treat with success. With reference to | 
the question of operation (nephrbrrhaphy) I can 
only say that my experience has been so unfavour¬ 
able that save in cases in which the increased 
mobility of the kidney has led to kink of the ureter 
and hydronephrosis, I almost invariably advise 
against operation on the grounds that fixation of 
the organ seldom cures the patient. 

The operation for the relief of ascites in cases 
of cirrhosis of the liver (omentopexy), which is 
associated with the name of my distinguished 
colleague, Prof. Morison, has no doubt proved 


most helpful in some cases. It is necessary, how¬ 
ever, that the patients should be carefully selected. 
They should be free from kidney and heart lesion, 
which are, of course, very apt to follow in the train 
of chronic alcoholism. They must no longer 
indulge in alcohol. They should be submitted to 
careful treatment before operation by rest, careful 
diet, free but gentle purgation, and one or two 
carefully performed tappings, and above all the 
attempt should be made to select cases in which 
there is reasonable ground for supposing that the 
ascites is in a large measure mechanical, /. d. 
develops slowly and without any preliminary 
abdominal distension, shows some indication of 
enlarged superficial veins, is free from pain, passes 
readily over to the side of the abdomen upon 
which the patient is lying, is found to ebb and 
flow according to circumstances (constipation, 
etc.), flows very freely at the preliminary tapping— 
say through fine Southey’s tubes. 

There are other conditions in which the aid of 
the surgeon may at times be invoked with ad¬ 
vantage to the patient—certain operations upon the 
chest, cranium, and vertebral column—but I have 
already, I fear, exceeded the time at my disposal. 
In all the question has to be faced with the fullest 
sense of our responsibility. The difficulties are 
very great, and I recognise, I need scarcely say, 
that at times we are totally unable to answer the 
question—-Is this a case for operation ?, that the 
indications are not sufficiently clear, and that even 
after searching examination and most careful 
thought we are left in a state of hopeless per¬ 
plexity. In such a case it would probably be 
wiser to operate, but it cannot be too forcibly 
urged that before we are entitled to accept this 
rule as a guide, we must have exhausted all sources 
of information and given the case the fullest con¬ 
sideration. This advice might be thought to be 
wholly unnecessary, but I fear it is not so. Indeed, 
the rashness with which some surgeons undertake 
an exploration may be illustrated by the fact, which 
is common knowledge, that amongst the discoveries 
not infrequently brought to light by this step in 
i the process of exclusion is the fact that the lesion 
i is not in the abdomen at all, a discovery that leads 
to a more searching examination, and finally to the 
knowledge that the patient is suffering from 
pleurisy, or, possibly, spinal mischief (locomotor 
ataxy or Pott’s disease). 

March 18 th , 1912. 
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THE NASO-PHARYNX AND ITS 
RELATION TO OTHER 
REGIONS.* 

By MACLEOD YEARSLEY, F.R.C.S., 
Senior Surgeon to the Royal Ear Hospital ; Consulting 
Aural Surgeon to the Royal School for the Deaf 
and Dumb, Margate ; Medical Inspector 
to the London County Council 
Deaf Schools, etc. 


Gentlemen,— The nasopharynx is, as you all 
know, the space behind the nose. It has com¬ 
municating with it a number of cavities and pas¬ 
sages, all of which are possessed of a mucous lining. 
In front it has opening into it the two nasal chambers 
by their choanae, or posterior nares, and below this 
it is continuous with the oro pharynx, really a part 
of the same cavity, into which, through the fauces, 
opens the mouth. Communicating with the oro- 
*naso-pharynx inferiorly are two passages, the ceso- 
phagus and the larynx, and, through the latter, the 
trachea and bronchi. Above, on either side, are 
the Eustachian tubes, leading into the middle ears. 
The oro naso-pharynx itself is lined by a mucous 
membrane, which is not only continuous with that 
which invests the cavities communicating with it, 
but is very rich in lymphoid tissue. Its relations 
to the regions in the immediate vicinity are, there¬ 
fore, very intimate, and scarcely less important are 
those with regions somewhat more remote. 

To many the naso-pharynx only suggests the 
region in which adenoids grow, but of recent 
years it has become increasingly realised that its 
importance is much more far-reaching. When it 
is considered that it is the spot into which so many 
passages open, like a market-place or square where 
many of the main streets of the town meet, it stands 
out prominently as the anatomical region in the 
body more exposed to various infections than 
almost any other part. It is thus, therefore, that 
the naso-pharynx must be regarded if we wish to 
understand it and to appreciate it thoroughly and 
properly. Once this fact is realised, a large field 
is opened up to the praciitioner and especially to 
the student of preventive medicine, still more to 
those who study the preventive medicine of the child. 
The conditions to be found in it are often of sufficient 

* A Lecture delivered at the Polyclinic. 


menace to the adult; to the child they may mean 
the alteration of his whole life for good or ill. The 
sooner that this is fully and universally recognised, 
the better it will be for future generations. If we 
take the ear and its function—the most valuable of 
the senses, from an educational point of view even 
more important than that of vision—the enormous 
importance to the child of naso-pharyngeal condi¬ 
tions cannot be overlooked, and yet that is only a 
part of its influence. For several years I have 
been at work in the deaf schools of the London 
County Council, and during that time I have had 
ample opportunity to observe those of the pupils 
who are the victims of aquired deafness. A great 
number of these cases are the subjects of neglected 
ear disease, a condition which often owes its origin 
to naso pharyngeal disorder, and once thus started 
is kept up by it. 

Possibly one of the reasons whereby the naso¬ 
pharynx has not received the lull attention that it 
deserves lies in the fact that it is a region not always 
very easy to examine. Palpation with the finger 
gives but an imperfect knowledge of it. The 
posterior rhinoscope requires a certain skill and 
| practice in its application, and sometimes fails even 
in the hands of experienced workers. It is, more¬ 
over, often difficult to apply in children. The 
part played by the naso-pharynx has been better 
appreciated in America than in Europe, and the 
necessity for obtaining accurate knowledge of its 
condition has stimulated the American inventive 
, faculty to the perfecting of methods of examination. 

| I have here two instruments recently brought out* 

| both the work of New York otologists. The first 
of these, Holmes’s electric naso-pharyngoscope, is 
an adaptation of the female cystoscope. It consists 
of a short cystoscopic tube, bearing at its extremity 
a tiny electric lamp, which can be worked by 
means of a small 44 ever-ready ” battery. It is 
passed through the inferior meatus of the nose 
like a Eustachian catheter, cocaine being used for 
the double purpose of reducing discomfort and 
affording more room for its passage. By the gentle 
turning of the instrument in its collar a thorough 
examination of all parts of the post-nasal space can 
be made, and I am not exaggerating when I say 
that the pictures obtained by its means are a 
revelation to the observer. Its inventor, Holmes, 

I claims that in many cases the opening of the 
| sphenoidal sinus can be made out, and states that 
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he has observed pus exuding from it by means of 
this apparatus. Various instruments, such as 
probes, curettes and applicators, are made for use 
with it, but these require tq be employed through the 
mouth or nose and necessitate some skill and 
practice in their use. By means of a wire cotton 
holder, passed through a catheter introduced into 
the opposite nostril, Holmes makes applications 
to the Eustachian tubes. 

The second instrument is more simple in its con¬ 
struction, and has the additional advantage of 
enabling the surgeon to obtain a direct view of the 
region under examination, so that he can work 
through it on the Eustachian orifice and the parts 
in its immediate neighbourhood. It is Yankauer’s 
speculum, and consists of a tube of fairly wide 
calibre and peculiar shnpe. It can be employed 
under a general anaesthetic or under cocaine, and 
is passed in the following manner: The patient’s 
head is thrown back as far as possible and inclined 
at an angle of forty-five degrees towards the side to 
be examined; the speculum is then introduced 
into the oral cavity and passed beneath the soft 
palate, so that its length lies across the tongue and 
its outer portion is pushed well into the opposite 
angle of the mouth. By this means the posterior 
wall and roof of the naso pharynx, the lateral recess 
(or fossa of Rosenmitller) behind the projecting j 
cushion of the Eustachian tube, the posterior lip 
and the orifice of the tube itself can be successively 
brought into view and illuminated by means of the 
forehead mirror. There is ample room in the 
speculum, whose smaller opening measures one by 
five eighths of an inch, to use forceps or cuiettes 
through it, to inflate the middle ear by means of a 
straight catheter, or to pass a bougie into the 
Eustachian tube. 

Both these instruments vastly improve the tech¬ 
nique of naso-pharyngeal examination and add 
greatly to our means of treatment. After a little 
practice with Holmes’s apparatus, the movements in 
and about the Eustachian tube during deglutition 
are observed with perfect ease. All degrees of 
colour from marked anaemia to pronounced inflam¬ 
mation can be distinguished, as well as various 
degrees of swelling. Moreover, I have found that, 
by turning the instrument, both tubes can be easily 
compared, and in one case that I examined recently, 
pictures of whose Eustachian orifices I show you, a 
case of acute deafness occurring on one side during 


a cold, I was able to see quite clearly that the 
Eustachian cushion on that side was swollen to 
double the size of its fellow and that mucus was 
exuding from the orifice. Some of the conditions 
that can be seen by the aid of this invention I 
shall touch upon later. Quite recently Holmes 
has published some of the results of his work, 
which are very encouraging in their success. 

We are now in a position, having discussed the 
means of examination, to consider the conditions 
which are to be found in the naso-pharynx and 
their influence upon other parts of the organism. 

I have pointed out to you that this space is the 
meeting-point of the passages opening into it, 
hence it is liable to infection from many sources. 
The passage of abnormal secretions from the nasal 
j cavities may irritate and infect it, setting up a sub¬ 
acute or chronic naso-pharyngitis, a very common 
condition and one not infrequently overlooked. 

; Again, its communication with the mouth may be 
similarly the means of infection from carious teeth,. 
pyorrhoea, or septic tonsils, and it is well known 
that a chronic pharyngitis will persist in spite of 
local or constitutional treatment so long as bad 
teeth or chronic pyorrhoea go untreated. Similarly 
the space may be implicated by infections coming 
from below, or chronic inflammations of the diges¬ 
tive or respiratory tracts may spread to the 
pharyngeal mucous membrane. 

All or many of these conditions may be reversed, 
and an infection originating in the naso-pharynx 
itself may be conveyed to other parts, just as a 
crowd may assemble in the market place from the 
roads leading into it, or may be dispersed from it 
into the same streets. It is well known, though 
perhaps not so steadfastly appreciated as it should 
be, that infection will spread from the naso pharynx 
into the Eustachian tuberf and so to the tympanic 
cavities. That infection will spread from it to the 
nose is also well known. It is a matter of personal 
experience to many that a common cold often starts 
in the naso-pharynx and spreads from it to the nasal 
cavities and down into the larynx and lower air- 
passages. Indeed, there is scarcely a better, if 
homely, illustration of the spread of infection from 
behind the nose than is afforded by the common 
head-cold. A tickling and sense of heat and 
uneasiness high up in the naso-pharynx, with 
increased post-nasal secretion, followed quickly by 
rhinorrhoea and nasal obstruction, then stuffiness 
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and fulness in the ears, and later, possibly, ! 
hoarseness and laryngitis, passing on, if unchecked t 
by treatment, to bronchial catarrh and bronchitis, 1 
all very fully demonstrate the position of the naso- ! 
pharynx as a focus from which infection can be 
spread. 

The best known condition which occurs in the 
naso pharynx is the hypertrophy of the pharyngeal 
tonsil, to which the term “ adenoids ” has been 
applied. Upon this growth of lymphoid tissue I do 
not intend to dwell long.. Adenoids and the results 
to which they lead should be familiar to every 
practitioner by now. There are. however, a few 
points upon which some words are necessary, 
especially as they are illustrative of the workings of 
what is a very common, everyday source of 
infection in the naso-pharynx. The pharyngeal 
tonsil was first seen by Czermak and described and 
studied histologically in 1868 by Luschka and 
Kollicker, from the former of whom it obtained the 
name of Luschka’s tonsil. It makes its first ‘ 
appearance in the foetus at the seventh month in 
the form of round-cells disseminated in the chorion. 
Increasing rapidly up to the period of birth, it is 
then completely constituted and retrogresses in the 
normal child, to disappear from about six to ten 
years of age. Without going into the history of , 
the discovery by Meyer, of Copenhagen, of the j 
growths due to hypertrophy of this tonsil, it may 
be said that adenoids constitute the mosUrequent 
and most grave disease of childhood, since the 
troubles which they bring about are the cause of 
so real a retardation of development that they form 
a very great obstacle to the physical and psychical 
progress of children, and, as Range has put it, 1 
“their diagnosis is not one of luxury, but one of 
urgency.” 

One point about adenoids that I should like to 
touch upon is connected with their • causation. 
Much has been written upon their aetiology, but 
the question is probably a very simple one. The 
occurrence of an infectious fever, especially scarlet 
fever, measles, or diphtheria, is undoubtedly a 
cause, but one meets with very many cases in 
which the history of such an agent is absent. The 
pharyngeal tonsil is lymphoid in structure, and as 
such is very liable to microbic infection. The 
infection may result from the attack of an exan- | 
them, but it may also come about from a simple 
cold, or from organisms entering from the nose or 


mouth when the child is in a condition of lowered 
vitality due to bad hygienic surroundings. I do 
not think there is any need to go farther than that 
in the search for an immediate cause. No doubt 
there is in some cases a congenital predisposition 
to hypertrophy of the pharyngeal tonsil, but I am 
disposed to believe that an acquired predisposition 
is much more frequent. It has been pointed out 
by many observers that weak and lymphatic chil¬ 
dren are more often attacked by adenoids than 
others ; they are children of lowered vitality, and 
it is probable that repeated inflammations of the 
nose is one of the most frequent causes of their 
appearance. There is another point in this con¬ 
nection that has been' insisted upon recently by 
Barraud, of Lausanne. A great deal has been 
written and said about buccal respiration in the 
adolescent and the effects of breathing exercises in 
its correction, but very little has been put forward 
as to the necessity of the establishment of a normal 
nasal respiration in the quite young child. It is 
evident that, in the sucking child who only breathes 
by the mouth, the nasal cavities do not develop; 
they may even retrogress. The child who has not, 
unconsciously, every day done several hours of 
nasal respiratory exercise, does not profit fully by 
the advantages of a normal nose. If a baby at its 
mother’s breast be, watched, the intensity of this 
nasal respiratory exercise is at once evident. In 
the breast-fed child the strongly prolonged current 
of air passing through the nares during the act of 
sucking regulates the blood circulation of the nose, 
and, as it were, sweeps the nasal fossae. In the 
child who is fed artificially, unless precautions 
regulating the sucking and the use of the air are 
taken, dust and microbes of all kinds stagnate upon 
the mal-irrigated mucous membranes and give rise 
to repeated slight inflammations of the naso-pharynx, 
which, in their turn, bring about disturbances in 
the nutrition of the faucial and pharyngeal tonsils. 
As the result of an inquiry made over some con¬ 
siderable time by Barraud, he found that a great 
majority of adenoid cases occurred among artificially 
fed children, and a minimum in countries where 
maternal feeding is most common, and he con¬ 
cluded, therefore, that one of the most frequent 
aetiological causes of adenoids lay in mismanaged 
artificial feeding. Since children of such tender 
years do not, as a rule, come under the notice of 
the specialist, I would point out to those of you 
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who are in general practice that we have here 
another strong reason for recommending all mothers 
to be complete mothers whenever they can, and 
for not abandoning the child with its bottle in 
cases where artificial feeding—never to be con¬ 
sidered as other than a makeshift—is a necessity. 
It also affords an effective reply to the questions 
often asked—why adenoids are of more frequent 
occurrence than formerly, why they are more 
common in manufacturing than in agricultural 
districts, and in Anglo-Saxon countries than in 
Italy or Spain. 

lhe next item with regard to adenoids to which 
1 wish to allude is connected with their removal. 
In operating for adenoids there are two points to 
be considered: their influence as a source of 
infection and—apart from the possibility of the 
dissemination of that infection — their later influence 
upon the nose and ears. The presence of nasal 
discharge and of disturbances of the nasal mucous 
membrane and the frequent recurrence of colds 
shows that the growths are dangerous as a 
centre from which microbic infection may arise. 
The removal of the main central mass of the 
growth, with its deep sulci full of mucus and 
infective organisms, is sufficient to bring about a 
restoration of nasal respiration and an improvement 
in the nasal mucosa. That fulfils, more or less, an 
important object of the operation, and although it 
is successful in restoring the child to health, one 
must not remain content therewith, for in that 
very success may lie hidden a great danger. It 
must always be borne in mind that the lymphoid 
tissue which forms the pharyngeal tonsil spreads 
into the lateral recesses behind the projections 
formed by the Eustachian tubes, which are called, 
after the man who first described them, the fossae 
of Rosenmiiller. These fossae are coming more 
and more into prominence as of great importance 
in diseases of the ear. If they are not cleared out 
after the centra^ adenoid # mass has been removed, 
they will later on give rise to Eustachian tube 
troubles, which may result in middle-ear suppura¬ 
tion, or in chronic catarrhal deafness. Clinical 
evidence is always more convincing than theory, 
and I therefore show you two sketches, taken with 
Holmes’s electric naso-pharyngoscope, illustrating 
how these complications may occur. The first is 
from a boy, set. 10 years, from whom adenoids had 
been removed six months previously. Three 


1 months later he developed an acute middle-ear 
suppuration which became chronic and did not 
yield to treatment. The picture given by the naso- 
pharyngoscope showed adenoids, appearing some¬ 
what like tiny strawberries, filling up the fossie of 
Rosenmiiller and covering the Eustachian cushion. 
No doubt infection had occurred from these, and 
on their removal the ear cleared up rapidly, 
previous treatment having failed, because the proper 
I functions of the Eustachian tube had been inter¬ 
fered with, the middle ear being, at the same time, 
repeatedly reinfected. 

The second sketch is from a woman, ict. 32 
years, who had suffered for several years from 
increasing catarrhal deafness. There was a history 
of earache in childhood. She had some thickening 
in the roof of the naso-pharynx due to adenoids 
which had retrogressed, but those which had been 
present in Rosenmiiller’s fossae had left the 
adhesions seen in the picture. 

T he removal of adenoids, to be really efficient, 
therefore, must not be confined to the central 
| mass, but careful attention must be paid to the 
lateral recesses of the pharynx as well. 

The third point which engages our attention is 
one that is not very generally recognised, and well 
illustrates the relation of the naso-pharynx to other 
regions. It was pointed out in 1910 by Eustace 
Smith, who is responsible for some valuable 
contributions to the pathology of the post nasal 
space. The thick acrid mucus which is secreted 
by the hypertrophied pharyngeal tonsil may be 
swallowed during the day and may run down into 
the stomach during the night, and so set up not 
only a troublesome cough by reason of the irritation 
of the pharyngeal mucous membrane, but also 
a gastric irritability obstinately resistant to treatment, 
and as quickly relieved so soon as the cause is 
discovered and theadenoids removed. This gastric 
derangement is revealed by complete loss of 
appetite, often amounting to a positive disgust for 
food, with periodical attacks of vomiting of large 
quantities of mucus of a strongly alkaline reaction. 
I have met with several cases of this kind, in all of 
I which recovery was prompt and permanent after 
! operation. Eustace Smith has given the name of 
j “ mucous disease ” to this condition. 

| The last point of all to which allusion must be 
made is that the removal of adenoids does not mean 
the end of treatment in many cases. That proper 
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breathing exercises are generally necessary is well 
known, but there are other and even more impor¬ 
tant considerations. If the adenoids were septic, 
they will have infected neighbouring regions, the 
nose especially, and caused an inflammatory 
condition of the pharyngeal wall. The former is 
shown by the nasal discharge which so frequently 
accompanies adenoids. Very few cases of adenoids 
are unaccompanied by pharyngitis, demonstrated 
by redness, increased secretion, and hypertrophy 
of the disseminated folliclesof lymphoid tissue. The 
nasal inflammation and the pharyngitis must be 
treated after the adenoids have been removed, or 
it will be found that the operation is not so success¬ 
ful as will have been expected. 

A few words must be said here as to the isolated 
lymphoid follicles to which allusion has just been 
made. When irritated or inflamed from the 
continual passage over the posterior pharyngeal wall 
of discharges from the nose or naso pharynx, they 
form what are known as pharyngeal granulations, 
which may produce symptoms for which advice is 
sought by the patient, or by parents if the patient be 
a child. These granulations are very common, and 
may sometimes agglomerate to form small adenoid 
tumours of the buccal pharynx. They are rich in 
sensory nerve terminations, which are constantly 
irritated, not only by the secretions which pass 
over them, but also by the chronic dryness of the 
throat which is inseparable from the continued 
mouth-breathing. It is from this cause that arise 
the frequent and obstinate coughs which used to be 
considered (and are now, sometimes) as “ nervous 
coughs.” 

Now let us consider for a few moments, and in 
more detail, the effects of infection from the naso¬ 
pharynx upon the nose. The normal nasal mucous 
membrane is protected against infection by the 
mucus which it secretes and which is, according to 
some observers, bactericidal. Should this mucus 
become altered or faulty the mucous membrane 
becomes vulnerable. In such cases microbic 
diseases, such as diphtheria, measles, and the like, 
are able to obtain a lodgment. In feeble and ailing 
children, especially in those of the so-called lym¬ 
phatic type, the nasal mucous membrane becomes 
easily congested, causing more or less nasal ob¬ 
struction from turgescence, so that the Bacillus 
catarrhalis obtains a comfortable nidus in which to 
develop and a simple coryza is established. This, 


often repeated, soon leads to a chronic coryza, and 
the nose runs constantly, the discharge being thin 
| and irritating, or thick and muco-purulent. The 
original infection may come from without, or, more 
frequently, from already present adenoids. In the 
former case, the pharyngeal tonsil, being lymphoid 
in structure, soon hypertrophies, harbours microbes, 

| and adds another source of infection. The more 
the obstruction from the swollen mucous membrane, 
the less air passes through the nose and the more 
sluggish is the blood circulation, so that nasal ob¬ 
struction becomes more pronounced and the in¬ 
flamed mucosa becomes progressively thicker. As 
a consequence a vicious circle becomes established, 
colds are more frequent and obstinate, and the 
| temporary hypertrophy of the nasal mucous mem- 
| brane passes into a hypertrophic or definite hyper- 
| plastic rhinitis. To the respiratory obstacle pre¬ 
sented by the hypertrophy, or by the presence of 
, adenoids, various nasal malformations come to be 
added : deviations of the septum, polypi, and finally 
the nasal secretions become viscous and thickened. 
If this train of circumstances occurs early in life 
| the development of the nasal chambers is interfered 
with and congenital narrowing results. 

Following up these effects of neglected infection, 
two main considerations have to be discussed—the 
, influence of pathological secretions and the me¬ 
chanical results of obstruction. Let us take the 
j latter first. The inability of the child to obtain 
| enough air for his vital needs leads to mouth- 
I breathing with all its attendant evils. Buccal res¬ 
piration results in a disinclination to make more 
, effort than is absolutely necessary to obtain suflfi- 
. cient air. Consequently the thoracic muscles do 
not do their full share of work, so that they develop 
imperfectly, and the thoracic cage, not being en- 
; larged by each respiration, remains small and its 
capacity rests at a minimum. Chest deformities 
| are the natural sequence, with resulting vicious 
I attitudes, dorsal kyphosis or scoliosis, and the like. 

The lung apices become immobile and lack de- 
: velopment, so that they are not far removed from a 
condition of hepatisation, and haematosis no longer 
! occurs in them. They are thus converted into a 
well-prepared soil for the tubercle bacillus. 

I I have put these mechanical effects very briefly, 
because they concern the subject of my lecture 
only somewhat remotely. Their discussion could, 
i however, be considerably amplified. 
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Turning now to the influence of pathological 
secretions from the nose and naso pharynx, it 
must be insisted with emphasis that an infection of 
the nose originally coming from the post-nasal 
space may, if allowed to go untreated after the 
removal of the original cause, reinfect the naso¬ 
pharynx, partly by» inflammation by continuity of 
tissue, partly by its secretions. The nasal discharge 
may be abundant, indeed, it may be practically con¬ 
tinuous. It may come from the nose itself or from 
one of its accessory sinuses. It naturally takes the 
most accessible paths for its escape. The patient 
has always nasal mucus about the anterior nares, 
which irritates the skin, leading to eczema and 
impetigo, the farmer resulting, if unchecked, in 
fissures, which offer ready access to fresh infections. 
But there is another pathway that the discharge 
can take, one not infrequently forgotten. When 
the anterior region of the nasal chambers is ob¬ 
structed, the secretions, leaving the nose by the 
posterior nares, run back into the post-nasal space. 
This condition is especially liable to happen at 
night when the inflamed mucous membrane is 
swollen by gravity in the recumbent posture. If 
the patient be examined after lying down, discharge 
can be seen taking this course, sometimes in a 
regular stream. Some consequences of this, as 
pharyngitis and gastric disturbance, have been 
already mentioned. The secretions find their way 
into the trachea and the oesophagus, and there is, 
besides, the additional fact that the pharyngeal ends 
of the Eustachian tubes are more or less perpetually 
bathed in them. Besides the gastric complication 
alluded to, the digestive tract suffers lower down, 
and numerous podiatrists have drawn attention to 
the fact that certain cases of chronic enteritis which 
rebel to other treatment are quickly relieved by the 
cure of the nasal condition. When the discharges 
find their way into the larynx and trachea they set 
up laryngitis, tracheitis, and bronchitis, or they may 
give rise to alarming attacks of laryngeal spasm. 
The last condition I have several times seen yield 
to the removal of adenoids. In the young child 
it must be remembered that the naso-pharynx is 
very shallow and the distance between the hyper¬ 
trophied pharyngeal tonsil and the opening of the 
larynx is very short, so that secretions from the 
former can drop readily and easily into the latter. 

Now let us consider the effects upon the ear. 
Infection, as has already been pointed out, may 
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spread primarily from the naso-pharynx, from 
adenoids, or a pharyngitis, or from lymphoid hyper¬ 
trophies remaining in the fossae of Rosenmiiller, 
into the Eustachian tubes. This may cause Eus¬ 
tachian obstruction, at first acute, becoming chronic 
later, if allowed to continue or to recur. The 
inflammation may spread up the tubes and 
result in catarrhal conditions in the tympanum, or, 
if the circumstances are favourable, to acute sup¬ 
puration in the middle ear. Such acute suppura¬ 
tion may become chronic, unless measures are 
taken to prevent a continuance of the infection. 
In children these aural complications are almost 
always the result of adenoids, and, if adenoids are 
removed, even removed efficiently, of the persistent 
pharyngitis which has been allowed to continue, 
or which has been set up again by untreated nasal 
conditions. In older persons it is more likely to arise 
directly from the nose, or from a naso-pharyngitis 
due to nasal trouble. A glance at the anatomy of 
the nose and naso-pharynx will show, especially in 
the recumbent position during sleep, how the naso¬ 
pharyngeal ends of the Eustachian tubes may he 
bathed in discharges coming from the nose or its 
accessory sinuses. Pus coming from an empyema of 
the sphenoidal sinus finds its way into the naso¬ 
pharynx still more easily. It will also demonstrate 
how hypertrophies of the posterior ends of the 
inferior turbinates are in close relationship with the 
tubal orifices. These posterior end enlargementsare 
usually accompanied by hypertrophy and conse¬ 
quent excessive activity of their glandular elements, 
so that the secretion of these glands is practically 
poured out over the Eustachian cushions. It can 
readily be understood how injuriously the tubes 
and the fossae of Rosenmiiller are affected by this 
repeated bathing in irritating pathological secretions. 
Here is a sketch, taken last week, from a patient 
showing this condition, the Eustachian cushion 
being swollen and of a granular appearance. 

Another point which has to be considered is 
that concerning cervical adenopathy. When the 
irritating secretions coming from a simple common 
cold, from sinusitis, or from infected adenoids, 
continue in the nose, secondary swelling of the 
cervical'glands is easily explained. The nasal 
mucus is no longer microbicidal, and the tonsils, if 
not themselves diseased, are not a sufficient pro¬ 
tective barrier. The glands, more or less enlarged, 
show a tendency to periodical increase in size. 
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They are to be sought for especially below the ear, 
behind the ascending ramus of the lower jaw, some¬ 
times behind the angle of the jaw, or along the 
sterno-mastoid muscle. They often disappear after 
appropriate treatment q( the cause which gave rise 
to them, or they may become tuberculous. The 
original enlargement is much more often not tuber¬ 
culous in nature, but, once infected as has been 
described, they offer a ready soil for the develop* 
nient of tubercle. Among the glands which readily 
become infected are the tracheo-bronchial, and 
these may thus be made a starting-point for 
thoracic tubercle. 

Of the nervous complications due to chronic 
nasal and naso-pharyngeal infections must be 
mentioned aprosexia in all its degrees, headaches, 
night terrors, and enuresis. Spicer has classed 
the nervous effects of nasal obstruction and nasal 
infection as— 

(1) Those dependent upon irritation of the 
nervous centres, illustrated by disorders of sleep, 
night terrors, somnambulism, excitability, stam¬ 
mering, convulsions. 

(2) Those which denote fatigue or weakness of 
the same centres, as habitual headache, vertigo, 
depression, and sleepiness. 

(3) Those revealing a defective or tardy intel¬ 
lectual development, as feeble memory, indolence, 
aprosexia. 

According to Bartholi, the irritative manifesta¬ 
tions are due to excitation of the terminal fibres 
of the trigeminal, an excitation which is transmitted 
to the spheno-palatine ganglion and reflected to 
the vasomotor nerves which regulate the cerebral 
circulation ; they bring about zones of cerebral 
anaemia, with consequent local lack of nutrition 
and functional derangement. Added to these 
nervous complications is the general lowering of 
health due to impeded haematosis or chronic septic 
absorption. It is beginning to be realised that a 
considerable number of specific infections gain an 
entrance to the body by the nose, naso pharynx, 
and faucial tonsils. It must be understood that 
the faucial tonsils are only a part of the lymphoid 
ring of Waldeyer which guards the entrance to the 
food and air-passages. Measles, diphtheria, scarlet 
fever, are well-known illustrations of these infec¬ 
tions, and to these have been added more recently 
epidemic cerebro-spinal meningitis, epidemic polio¬ 
myelitis, acute rheumatism, endocarditis, and chotea. 


So far I have spoken chiefly of the results of 
infection occurring in the naso pharynx and nose, 
with its results upon the ear, and I have endeavoured 
to show how the naso-pharynx can infect the nose, 
and vice versa . These infections are by far the 
most important, especially in children, and a clear 
knowledge of them is essential if we are to do 
good work in the prevention of deafness and nasal 
troubles in after life. But it is also necessary to 
consider other sources of infection of the naso¬ 
pharynx. In the first place, enlarged and chronically 
inflamed faucial tonsils may act as fertile cultivation 
grounds for bacteria, which lurk in diseased crypts 
in the lonsil or in a deep supra-tonsillar fossa. 
Most cases of enlarged tonsil? are accompanied by 
adenoids; often, too, the lingual tonsil is also 
affected, so that the whole of the lymphoid ring is 
involved. When, however, the faucial tonsils alone 
are diseased, as is sometimes the case, a red and 
irritable pharynx will show that infection has spread 
from them and a chronic pharyngitis has resulted. 
Such pharyngeal inflammation will not clear up 
until the tonsils are treated. Sometimes the tonsillar 
1 condition is hidden and requires to be sought for 
by hooking out the anterior pillar, when it is seen 
that the gland is the seat of a follicular infection, 
or that there is a deep and badly drained supra- 
tonsillar fossa which contains infective Material rich 
in bacteria. In such cases it is seldom sufficient to 
I cut off a part of the tonsil with a guillotine, a 
method which is unsurgical and frequently leaves 
the deeper parts of the infected crypts untouched, 
but the whole gland must be removed by one of 
the several methods of enucleation. In searching 
for the cause of a chronic pharyngitis these points 
must not be forgotten, or the real source of the 
infection which is responsible for its continuance 
will be overlooked. I call to mind how in one 
case, after removal of tonsils, improvement was 
delayed because of a septic condition of the lingual 
tonsil which had been missed, and which, when 
found and extirpated, sufficed to bring about success. 
The lingual tonsil has been much abused and has 
| earned a bad reputation for unnecessary surgery, 
j but it has also been neglected as a possible source 
| of infection, and I have traced several cases in 
which symptoms varying from chronic ill-health to 
persistent malodorous breath were traceable to its 
I influence. 

Another source of infection lies in the teeth 
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Caries and pyorrhoea are responsible for many a 
chronic pharyngitis. Dental caries is a common 
cause of enlarged tonsils, especially in school- 
children, and an overlooked tooth-cavity may 
serve as a harbour for the fungus of pharyngo- 
mycosis. An interesting and instructive paper on 
44 Dental Caries as a Cause of Enlarged Tonsils,” 
by Dr. Gibson, appeared in 4 The Medical Officer ; 
for August 19th, 1911 ; it refers to an examination 
of nearly 2000 children, and the investigation of 
these cases gave evidence of the existence of a 
correlation of considerable magnitude between 
denial caries and enlargement of the tonsils, 
difficult to explain by the assumption of a common 
cause. The effect df mouth-breathing, often seen j 
in children with hypertrophied tonsils, in causing | 
caries was found to have practically no share in j 
the formation of this correlation, and there re- ; 
mained only the direct connection by bacterial 
action, either an infection of the teeth from the 
tonsils, or an affection of the tonsils by dental 
caries, owing to saturation with bacteria and with 
toxins, and the evidence pointed to this latter con¬ 
nection having by far the greater share in building 
up the association. In a little investigation of my 
own, made upon school-children and published in 
4 The British Journal of Children’s Diseases 1 for 
February and March, 1910, I found that adenoids 
were associated with dental caries, and expressed 
the opinion that this might be accounted for by 
an infection of the mouth from the naso-pharynx, 
especially as in 72 per cent, of the children with 
adenoids, enlargement of the tonsils was also 
present. But sepsis will travel still more readily 
from the mouth to the pharynx and it has more 
opportunity for so doing. Gibson points out that, 
if a few grains of aniline dye are placed on the last | 
molar tooih in the lower jaw of one side, in about | 
half an hour or less the upper surface of the tongue 
will be found to be stained in a triangular pattern, 
the apex opposite the tooth, and a slighter colour¬ 
ing with the dye will be noticed on the lower part 
of the pillars of the fauces and the tonsil of that 
side. If the dye is placed on the tonsil of one j 
side, as a rule no coloration is seen in front of it on 
the gums or tongue. This little experiment brings I 
home to one very forcibly the results to the tonsils ! 
and pharynx of the continued presence in the mouth < 
of decaying teeth, and the effects on the mouth and j 
upper air-passages of the foul pus of a pyorrhoea. j 


Lastly, infection may travel upwards into the 
post-nasal space from below. It has been pointed 
out that tubercle may be conveyed to the naso¬ 
pharynx and so to the ear by the regurgitation of 
infected food from the stomach. This is probably 
a potent cause of middle-ear tubercle in young 
children, in whom the distance between the upper 
end of the oesophagus and the post-nasal space is 
much less than in the adult, and the Eustachian 
tube is shorter and more patent. Or the infection 
may come from sputum from the lower air pas¬ 
sages. Other infections may be similarly con¬ 
veyed. In digestive disorders it is very common 
to find the pharyngeal and even the nasal mucous 
membrane in an unhealthy, flabby condition, and 
wanting in tone. This is especially the case in 
patients suffering from copraemia, the name given 
to auto-intoxication due to a loaded colon. 

Before concluding, I must mention a type of 
case occasionally met with. I allude to those 
children who, without adenoids, or any other 
ascertainable cause, are always contracting acute 
pharyngeal and naso-pharyngeal inflammations. 
They seem to be possessed of very vulnerable 
mucous membranes. Such cases I have found 
! sometimes to arise from intestinal auto-intoxication 
and to improve only when that condition is cor¬ 
rected. When this cause is absent, and the con¬ 
dition seems to be one of unusual vulnerability, 
vaccines give good results. A case should not, 

I however, be put down as belonging to this category 
without every possible care being taken to elimi¬ 
nate every possible source of infection. 

I trust that I have made clear to you some of 
the relations of the naso pharynx to other regions. 
That these relationships have not been considered 
as completely as one could wish I am only too 
well aware, but the subject is a large and, I may 
say, a growing one, and can only be skimmed in a 
short lecture. 

March 18 th , 1912. 


Penetrating Power of Some Ointment Ex- 
cipients. — So far the results from Gardiner’s 
experiments show the superiority of olive oil and 
cedar oil among liquid excipients, the first being 
the better: goose grease is first among the more 
solid fats, and benzoated lard comes next. 
Glycerite of starch with cold cream, glycerite of 
starch with hydrous lanolin are the best of the 
combinations.— -Journ. A.Af.A^ vol. lviii, No. 9. 
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A LECTURE 

ON 

THE SELECTION FOR EARLY 
OPERATION OF FRACTURES OF 
THE LONG BONES. 

Delivered at the Polyclinic. 

By C. H. FAGGE, M.S., F.R.C.S., 
Assistant Surgeon, Guy’s Hospital. 

The aim of operative interference is to restore 
| the normal alignment of the fragments and usually 
j to maintain it by the introduction of some metallic 
j appliance, such as wire or plates and screws ; these 
i act as foreign bodies and therefore an unusually high 
level of surgical asepsis is necessary. Risks are run 
from the surgeon’s and assistant’s hands, instru¬ 
ments, and the patient’s skin in order of descending 
probability. For this reason immediate operation 
on fractures compound externally (or on those 
compound internally on to mucous surfaces, such 
as those of the mandible) is to be deprecated : a 
wound leading to the site of fracture or involving 
the subcutaneous soft parts anywhere in its vicinity 
is a most potent source of infection around the 
plate and screws by which rarefying osteitis, 
necrosis, loosening of the plates and screws 
necessitating their removal, sinus formation and 
delayed or non union are promoted. It is on the 
| fallacy of imperfect asepsis* that the opinion of 
j those surgeons is founded who regard screws after 
a short period of days or wefeks as having no 
holding capacity and being only equivalent to pegs : 
rarefying osteitis is always a resuk of infection and 
is not an inevitable change in bone consequent 
upon the introduction of a -foreign body ; it can 
readily be localised in an X-ray plate or photo, and 
survey of a very large number of these has taught 
me that after operations upon simple fractures, in 
careful hands, it does not occur. I am able to 
show you numerous photos of bones taken some 
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months after operation, and shall be glad to have 
such translucent areas of rarefying bone pointed 
out to me in any of them. Further, when it is advis¬ 
able to remove a plate from a clean healed simple 
fracture for the reason that it is subcutaneous and 
therefore painful or because it involves the epi¬ 
physial line and may influence growth pre¬ 
judicially, the screws will be found firm, requiring 
removal with a driver, and cannot be levered out as 
one removes a tack from a carpet. For instance 
here is a photograph of a youth’s leg in which is seen 
a plate fixing the lower epiphysis of the tibia ; this 
had been separated and dislocated backwards with 
the foot, the lower end of the diaphysis going 
forwards. You will see a screw passed through the 
lower end of the plate into the epiphysial bone ; the 
plate and screws were removed eight weeks after the 
operation because of their possible interference with 
growth, and all the screws were quite firm. This is 
usually true also in old compound cases where a 
mild infection with sinus formation has occurred ; 
removal of screws and plates is here necessary to 
make the sinus heal, and about three out of four of 
the latter will be found firm. I lay stress upon 
this point because a large number of surgeons think 
that screws act only as pegs, and they do not 
understand, therefore, the basis of much of Mr. 
Arbuthnot Inane’s work in these operations on 
fractures. That compound fractures are not 
suitable for immediate operation is a complete volte 
face from the position accepted by the pioneers in 
the nineties who urged that the objection of making 
an open wound could not be brought against imme¬ 
diate operation in compound cases as one was 
already present.* I am indebted to my senior 
colleague, Mr. Arbuthnot Lane, whose pioneer 
work in this field in England I have had the enor¬ 
mous privilege of constantly observing, for oppor¬ 
tunities of treating many of these cases, and several 
unfavourable experiences have taught me that 
immediate operation is unwise. I am quite willing 
to admit that when brought face to face with a com¬ 
pound fracture in a bad position one is between the ( 
devil and the deep sea : one has to steer clear of 
sepsis, following too early operation on the one 
hand, and on the other, imperfect and difficult re¬ 
placement of the fragments owing to commencing 
callus formation, rounding off of the broken edges, 
and shortening of surrounding muscles. 

Our present practice is to replace a bony spike if 


I exposed by manipulation under an anaesthetic, 
and to cover the wound and surrounding skin with 
iodine in alcohol, and a dry sterile dressing. .Opera¬ 
tion may then usually be safely undertaken after 
seven and before fourteen days from the accident, 
and care is taken to make the incision well away 
from the sinus, which is usually by this time clean 
and healing, but certainly mildly infective. Yet 
such efforts are not always successful, for I have 
here four photos of a man who was admitted into 
Guy’s Hospital on November 9th last year with a b 
compound spiral fracture of the tibia and fibula. 
After preliminary cleansing on the lines I have 
indicated operation was undertaken on November 
17th, and from the later photo perfect apposition 
seems to have been secured. The skin clips were 
1 removed, but nineteen days ofter operation the skin 
around the scar became red, and four days later 
two or three small buttons of granulation-tissue 
formed both in the scar and in the sinus resulting 
; from the accident. The patient was re admitted 
! and the plate and screws were removed, when two 
of the four were found quite firm ; the third X-ray 
of this case shows no rarefaction of bone. This 
afternoon I have been looking at a* woman who 
came to the hospital on February 4th with a very 
oblique fracture of the tibia, in the lower third, 
where spiral fracture is so commonly found ; the 
lower end of the upper fragment was sticking 
| through the skin. We gave her an anaesthetic and 
| covered the wound with iodine, and reducing the 
spike of bone put it into as good a position as 
possible. Subsequent X-ray examination showed 
that the two ends of the tibia were overlapping, 
with marked angular deformity. Now, eight days 
I after the accident, she has quite marked cellulitis 
round the wound, and it is perfectly obvious that for. 
at least another fortnight nothing operative can be 
undertaken. In some cases, as in fractures of the 
lower jaw, whpn operation is deemed advisable and 
some infection is inevitable, the making of a large 
drill hole and the use of silver wire, small enough to 
leave at least half the drill hole open, will be found 
the best preventatives to local necrosis and its 
consequent ill-effects. 

Having excluded compound fractures, w*e return 
to the factors influencing selection for operation in 
simple fractures. Here a selection must be based 
upon a weighing of opposing influences, for accurate 
restitution will be more important in the lower than 
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#■ in the upper extremity, in the bone of a young 
working man than in that of an elderly leisured 
man. Restoration of normal alignment will be 
more difficult in the presence of comminution, yet 
experience has taught us that non-operative treat¬ 
ment of comminuted fractures is unsatisfactory at 
any age and in any position of the body. 

We can classify results on an anatomical or on a 
functional basis ; the latter is far* the more impor¬ 
tant, and is controlled not only by the local 
physical changes resulting at the seat of fracture 
from the injury, but also by the mechanical effects 
upon the adjacent joints or upon the distant joints 
and other members of the skeleton. I am quite 
ready to admit that the functional result may be 
good while anatomically the limb is imperfect; the 
unfair judgment of the latter is due to an exalted 
idea of the importance of shortening due to over¬ 
lapping, parallel displacement of the fragments, and 
some degree of rotation (most common in the 
femur); these are, in relation to their influence on 
function, as nothing 'compared with angular 
deformity, either lateral, as in the tibia, or antero¬ 
posterior, as in the humerus. In many cases this 
deformity is a first result of the injury, and is never 
reduced, e . g. Pott's fracture, when the function of 
the limb is seriously depreciated. X-rays have so 
often demonstrated this fact. In a recent paper read 
before the Electro-Therapeutical Section of the 
Royal Society of Medicine, Dr. C. J. Morton, one 
of the radiographers at Guy's, laid much stress on 
the frequency of apparent as opposed to real re¬ 
duction of deformity by non-operative measures, 
and pointed out that X-ray evidence alone was 
reliable in the presence of much swelling of the soft 
parts. This gives the clue to the first class of 
simple fractures which, in my opinion, require 
immediate operation as a routine proceeding, viz. : 

(1) Pott's and Colles's fractures whenever there 
is deformity which, owing to the mechanical dis¬ 
advantage resulting from the shortness of the small 
fragment, cannot be adequately reduced under an 
anaesthetic without operation. 

(2) The same argument holds good for separation 
of most of the epiphyses in children and adolescents, 
with the reservation that whenever possible no wire, ! 
screws or plates should be inserted in the neighbour¬ 
hood of an actively growing epiphysial line, and, 
when it is essential to use them in order to maintain 
accurate apposition after replacement, they should 


be removed two or three months later when firm 
union has taken place. The commonest lesion of 
this class which has come under my notice has 
been that injury of the lower end of the humerus * 
which is partly a separation of the lower epiphysis 
and partly a fracture, and in which—when, as is 
usual, indirect force with the elbow extended has 
caused it—the lower end of the large upper fragment 
is driven forwards in front of the upper end of the 
lower fragment; but if caused by hyperflexion the 
relative position of the fragments is reversed. 

True separation of the lower humeral epiphysis 
is not possible after three or four years of age, 
because part of the lower border between the 
. trochlea and internal epicondyle is derived from 
the diaphysis, but accumulated X-ray evidence has 
proved that quite apart from the exact direction 
taken by the transverse line of separation, it is 
common to find an almost vertical split upwards 
into the posterior surface of the shaft, separating 
a sharp fragment from this off with the epiphysis. 
You see a similar complication in the photograph 
of the separated tibial epiphysis which I handed 
round, for .a large splinter from the posterior surface 
of the diaphysis was broken off with the epiphysis; 
at the operation this was the chief obstacle to 
accurate reduction. Such a fracture complicating 
epiphysial separation is not, in my belief, peculiar 
to the lower end of the humerus, for besides the 
tibial example just quoted I have seen it in 
separations of the lower radial epiphysis; it is rather 
to be regarded as a complication common to any 
epiphysial separation in later childhood or adoles 
cence. 

(3) It has been my experience that in any 
fracture involving, or adjacent to, an articular 
surface, a greater accuracy of replacement is 
mechanically necessary for the restoration of 
every-day function than when the line of fracture 
is equidistant from the nearest joints, L e. in the 
middle of the shaft. This argument, which 
applies to fractures grouped under (1) and (2), 
also holds good of T-shaped fractures of the lower 
end of the femur or humerus involving the knee- 
joint and elbow respectively. 

(4) Early operation would seem to be generally 
unnecessary for fractures of the shafts of long bones 
in children under fifteen in whom only comminu¬ 
tion, marked angular deformity or wide separation 

* See ‘ Brit. Med. Journ.,’ March nth, 1911, p 539. 
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of the fragments (suggestive of soft parts intervening) j 
are operative indications. It is an interesting fact t 
that many fractures in childhood with marked 
overlapping and deformity will do well under the , 
various non-operative methods in general use, for 
careful examination months or years afterwards may 
fail' to detect the site of fracture, either by 
manipulation or by measurement. 1 

The recognition of the physical factors respon¬ 
sible for this difference may not at first sight 
appear to be germane to the question now under 
discussion, but as they may also be active in other j 
directions it will be of interest to suggest that the , 
chief are : (a) The greater activity of bone-forma- j 
tion and absorption in children. The formation of j 

• j 

dense compact bone along the concavity of a ; 
deformity, whether traumatic or not, has been j 
recognised for centuries. Mr. Lane has vividly 
described this process as that of “ crystallisation of 
the lines of force.” Conversely on the opposite or 
converse aspect angles and projecting spikes are 
gradually absorbed, and by the combination of , 
these two processes the bone regains its symmetry 
and the mechanics of adjacent structures are 
adjusted to its new form. (b) The relatively 
greater thickness of the periosteum and resilience 
of the bones will no doubt minimise the deformity 
resulting from any injury, (c) Muscular pull is , 
weaker and so more easily overcome, so that a j 
greater degree of accuracy of replacement of frag¬ 
ments under an anaesthetic is probable. 

I cannot find any clinical evidence of the value 
of extension in bringing about a gradual replace¬ 
ment of fragments even in children. This view is I 
largely founded on X-ray examinations, and is 
supported by Dr. Morton in the paper to which I 
have referred, where he speaks of the futility of 
extension in the correction of overlapping. I 
realise that it is an awful heresy for a Guy’s man 
who has-been brought up on Hodgen’s splint to t 
say that such appliances are of little value in 
gradually pulling on the leg and overcoming the 
muscular tension. | 

(5) A large majority of operations will be called 
for in the correction of oblique or spiral fractures , 
of the shaft of the tibia, femur, and humerus, I 
owing to the angular deformity and marked over¬ 
lapping which usually result from the non-operative 
treatment of this type of fracture ; these evils are 
particularly prejudicial, and therefore especially to 


be avoided in the bones of the lower limb. While 
to such fractures collectively our main basis for 
operative treatment applies, namely, failure to 
replace and to maintain in correct apposition the 
separated fragments, each has distinct features 
worthy of a few minutes’ attention. In an oblique 
fracture of the shaft of the humerus, deformity 
(unless angular) or overlapping are not of great 
importance mechanically or functionally, but of all 
common fractures this is most frequently the site 
of non-union, probably primarily due to inter¬ 
position of muscular fibres from the triceps or 
brachialis anticus between the fragments, and 
secondly, to the difficulty of maintaining the 
broken ends in apposition and at rest. Again, 
the shaft of the humerus is peculiar in its relation¬ 
ship to a large mixed nerve—the musculo-spiral— 
and bearing in mind that sensory symptoms are 
curiously absent, even when the musculo-spiral 
-nerve has undergone complete physiological divi¬ 
sion, the fact and degree of its involvement may, 
without operation, only be discovered at a period 
too late to ensure a good result. 

In no position is the relative functional unim¬ 
portance of overlapping compared with angular 
deformity shown better than in spiral fractures of 
the shaft of the tibia, the latter leading to flat 
foot, genu valgum, and weak, strained knee- and 
ankle-joints. Equally bad are the functional 
results produced by spiral fractures of the femoral 
shafts in adults. Here overlapping is uncontrolled 
and usually considerable ; consequently progression 
is interfered with and a noticeable limp results. 

It is interesting to note that a limp usually 
indicates three-quarters of an inch or more of 
shortening. Below that amount shortening is un- 
noticeable, being accurately compensated by 
lateral curvature of the spine and tilting of the 
pelvis. 

There is one small point in the anatomy of all 
these spiral fractures worth bearing in mind, viz. 
that the two main fragments are often separated 
by a diamond-shaped third small piece (in the case 
of the tibia derived from the posterior surface). 
This fragment may become wedged between the 
main pieces and prevent their reasonable apposi¬ 
tion, so promoting non union. Further, it limits 
the surface of impact of the broken ends and so 
nullifies the natural interlocking of rough broken 
surfaces, thus favouring the reproduction of de- 
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formity after controlling forces such as the sur¬ 
geon’s hands or the anaesthetic are released. It 
will be granted that the same reasoning will apply 
to all comminuted fractures, and it is on these 
physical grounds that bad results by non-operative 
treatment may usually be explained, and on which 
I based the opinion expressed in an earlier part of 
this lecture that comminution was a great operative 
indication. Belonging to this variety, spiral frac¬ 
tures, are a large proportion of those cases which 
are now sent to hospital six, eight, or more weeks 
after sustaining a fracture of the tibia or femur 
with the history that the doctor had put the leg up 
in splints or plaster under an anaesthetic and | 
thought he had obtained good apposition, but on j 
taking the leg down after some weeks found that I 
all the deformity had recurred. The general 
practitioner cannot be really blamed ; he has done 
his best in accordance with what has been taught 
him. The fault lies with his teachers, the surgeons 
of the large hospitals, some of whom still remain 
apparently satisfied with most imperfect results in 
this class of fracture. Those of us who are from 
time to time called upon to operate in these late 
cases at a period when even a fairly good result 
can only be obtained by the expenditure of much 
ingenuity and actual hard work, will be sincerely 
grateful when the general body of practitioners 
appreciates that the proper treatment here is early 
operation ; those who deny this can have no idea 
of the large proportion requiring it later. The 
time will assuredly come when these late operations 
will be as rare as are now operations upon the dis- 
rended rigid abdomens of diffuse peritonitis, com¬ 
pared with their frequency of ten or fifteen years 
ago. 

(6) The majority of fractures of the lower end ! 
of the humerus, supra-condylar, whether in chil- I 
dren or adults, demand open operation for the 
reduction of deformity. This may already have 
been gathered from what I have said in regard to ' 
an injury closely allied to, and often confused with, 
this in children, namely separated lower humeral 
epiphysis. It is curious that so many surgeons 
make a practice of dealing with a fractured 
olecranon by operation, and yet do not appreciate 
that they run the same risks as would be entailed I 
by operation on the articular lower end of the 
humerus on no more urgent demand and with a 
less beneficial result. Can it be * that they are I 


tempted by the superficial position of the olecranon 
and the ease of the whole proceeding ? 

(7) Fractures of the neck of the humerus, and 
through the base of the neck of the femur (so-called 
extra-capsular). In the former of these, marked 
abduction of the upper fragment, often incapable 
of reduction without open operation, is the chief 
indication. In the latter rotation of the lower 
fragment is the chief postural-evil, and unless the 
neck is impacted in the great trochanter this may 
be safely and easily remedied by the rectification 
of position and fixation with a large screw driven 
through the neck from the outer side. 

(8) The chief operative indications shown by 
radiographs of fractures of both bones of the fore¬ 
arm are marked overlapping or separation of the 
bone shadows from intervention of muscle-fibres. 
Either of these may result in non-union, or in cross¬ 
union between opposite ends of the two bones, 
both of which deplorable results are unfortunately 
frequent in this position. 

It is extraordinarily difficult to judge of the degree 
of reposition of the fragments by manipulation 
unless the result is controlled by X rays ; the more 
this is done, the more shall we appreciate that 
ordinary measures usually produce results far short 
of the ideal, and more frequent will operation be 
advised. In fact, of the commoner fractures occur¬ 
ring in childhood this is possibly the only one 
which, in my opinion, should be dealt with opera¬ 
tively as a routine procedure. 

I have specially mentioned eight varieties of 
fracture, because*it is in the situation spoken of, 
and for the reasons given, that my own experience 
of operative treatment has lain. At the same time 
I do not wish to be regarded as holding the opinion 
that all such fractures need operation, and that 
none others will be benefited by it. In any posi¬ 
tion my former axiom holds good for operation, 
namely inability to obtain and maintain accurate 
apposition of the fragments. Opinions will, and 
must, differ as to the requirements in any case, and 
as to what degree of accuracy is requisite to obtain 
a good functional result. My opinion, stated at 
the meeting of the British Medical Association in 
1910,* has been much strengthened by having had, 
with others, the privilege during the last year of 
examining a large number of fracture results for 
the collective investigation promoted by the Asso- 
# * Brit. Med. Journ,’ October 8th, 1910, p. 1064. 



390 The Clinical Journal. ] 


MR. STUART-LOW. 


[ Mar. 27,1912. 


ciation, and it is in dealing with fractures in the 
positions classified above that non-operative methods 
seem to me to have chiefly failed. Operation can 
only be undertaken to the best advantage during 
the fortnight subsequent to the accident, and during 
this interval it is all important for the practitioner 
in charge to convince himself that the position 
obtained by non-operative means will ensure a 
satisfactory result, both functional and anatomical, 
or at once to hand over the patient to a surgeon 
well used to such operations. I do not see that 
they can, or ever will be, operations called for from 
the general practitioner, especially if the consensus 
of surgical opinion finally condemns immediate 
operation in compound fractures. If the decision 
to operate is only arrived at when callus is forming 
and union is taking place, the most skilful surgeons 
enter the combat under a most serious handicap. 

With regard to the contra-indications, age itself 
is not necessarily a contra-indication, except in so 
far that the old do not require so good a result as 
do those in the working period of life. But in the 
old, .as in the stout or alcoholic, soft bone from 
trophic rarefaction will be frequently met with, 
especially in the smaller of the two fragments, and* 
may vitiate the perfection of anatomical restitution. 
Its presence may usually be discovered by the 
unusual translucency and delicate pencilling of the 
cancellous tissue when examined under the screen 
or seen on the X-ray plate. A careful examination 
of every patient of any age for active constitutional 
disease, such as diabetes, tabes, syphilis, renal 
inefficiency and alcoholism, must be instituted 
before operation, and at the same time the position 
of the fracture, amount of comminution, and the 
elimination of other fractures, must be routinely 
determined by X-ray photographs of the whole bone 
to be operated on, and the result must be con¬ 
trolled by the same means after union is firm. 
Though I am quite alive to the value of X-ray 
evidence in helping us to decide on the right line 
of treatment and in controlling the anatomical 
result, I am sure it is important to realise that they 
give no indication of the functional result, and 
that it is on the basis of restitution of normal 
function that both non-operative and operative 
treatment of fractures must be judged. 

March 25 th , 1912. 


A CLINICAL LECTURE 

ON 

SOME DISEASES OF THE NOSE 
AND MAXILLARY ANTRUM, 
WITH ILLUSTRATIVE CASES. 

Given at the Central London Nose, Throat, and Ear 
Hospital. 

By W. STUART-LOW; F.R.C.S., 
Lecturer on Rhinology at the Medical Graduates’ College, 
and Surgeon at the Central London Throat, Nose, 
and Ear Hospital. 


The maxillary antrum is much subject to inflam¬ 
matory attacks. There is little doubt that a 
considerable proportion of such cases recover 
without any treatment, or with ordinary medical 
treatment, or with simple washing-out of the 
cavity, although residual abscess is a common 
result of such inflammatory trouble. It is not 
well recognised, however, that the antrum is liable 
to become the seat of malignant disease; but 
some of the following notes of cases will bear this 
important fact out, viz. that a considerable pro¬ 
portion of antral disease is malignant, and this 
should be kept prominently before the mind as a , 
possibility in all chronic antral disease. 

(1) The first is the case of a female, aet. 22 years 
illustrating well the favourable operative results in 
chronic septic antritis. From the clearly elicited 
history the antrum infection was shown to have 
originated in a neglected attack of acute nasal 
catarrh, or more probably a number of such 
attacks. There were no carious teeth in the upper 
jaw, nor was there pyorrhoea alveolaris present; 
so the trouble was not likely to have been dental 
in origin. Nor were any polypi present in the 
nasal chambers, so it was not a case dependent 
upon extension of the growth of mucous polypi 
from the nose into the antrum. Neither was the 
frontal sinus at all affected, as so often is the case 
when the antrum is simply a. reservoir for the 
frontal sinus outflow. 

It was typical of chronic septic antritis that the 
patient came complaining of a discharge from the 
left nostril of a muco-purulent nature, as evidenced 
by the stained, sticky condition of the handker¬ 
chief. She also stated that it was chiefly a morning 
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discharge, clearing off very much as the day ! 
advanced, and that there was often a dull pain 
over the left cheek and in the left nostril. No 
tenderness was felt on one’s pressing the forehead 
and cheek. On inspection of the nasal cavity pus 
was visible on the floor on the left side, the lower 
gutter of the nose, and could also be seen running 
down over the inferior turbinal, and out under the 
middle turbinal—confirmatory evidence of frontal 
or antral suppuration, or both. The pus being : 
wiped away, the patient was made to stoop 
forwards with the head dependent and turned 
side-up, with the affected side of the face upper¬ 
most, and to remain in that position. In ten 
minutes, on inspection of this side of the nose 
again, pus was visible in the same positions, 
because, during the interval, pus had been flowing 
out of the ostium from the antrum. To conclu¬ 
sively prove the existence of antral sepsis one j 
thing more had to be done, viz. to wash the i 
antrum out. This was performed by pushing a : 
fine trocar and cannula from the nose into the 
antral cavity through the outer nasal wall. The 
inner wall of the antrum is very thin, especially if 
a spot just beyond the middle, under the inferior ! 
turbinal, and rather high up, be chosen. With a 
suitable syringe air was thus forced through the j 
cannula, and the contents of the antrum were j 
expelled. 

A bacteriological examination of these contents, 
which usually consist of pus and blood, should 
always be made, so that the organisms may be 
known in all their virulency. 

, In this girl’s case the washing-out of the antrum 
was carried out twice a week for three weeks, but 
no improvement resulted. The radical antral 
operation was therefore performed, with the result 
that now, six months later, she is perfectly cured ' 
of the chronic, foetid, foul discharge which was 1 
rendering her life miserable. 

The usual preliminary to this operation with the 
majority of operators is to perform what is called 
anterior turbinectomy, which consists in amputating 
the anterior half or two thirds of the inferior tur¬ 
binal on the side to be operated upon. Such a 
sacrifice of the turbinal I do not consider at all 
necessary, and the case just mentioned shows 
that there is no rfeed for it, as the result is perfect, 
and the inferior turbinal, a most essential structure, 
is preserved intact. 


The anterior end of the inferior turbinal acts as 
a sensitive finger in the nose and thus interprets 
the humidity, purity, or vitiation of the inhaled 
air; it is therefore of the greatest importance that 
this most invaluable structure should be main¬ 
tained anatomically perfect and physiologically 
active. 

Anterior turbinectomy, from the amount of 
destruction of the mucous membrane, is very 
likely to be followed by a localised subjective 
impairment of sensation, resulting in the loss of 
that pleasurable sense of coolness experienced on 
inhaling fresh air through the nostrils (that is, a 
more or less generalised subjective nasal obstruc¬ 
tion). 

It is an operation, I am sure, quite unnecessary 
for the successful eradication of antral disease. 

If the turbinal is excessive in size, an operation 
introduced by myself, submucous turbinectomy, 
i§ all that is needed as a preliminary to antral 
surgery. If the redundant portion of the turbinal 
is of a soft nature, galvano-cautery puncture is one 
of the best means of reducing it; and if the enlarge¬ 
ment is ot a firmer consistency, submucous turbi¬ 
nectomy is the proper and best method, as the soft 
coverings of the turbinal are in this manner least 
disturbed, and are still left fit to perform their 
inestimable functions. 

The radical antral operation consists in reflect¬ 
ing the soft structures of the cheek from the 
anterior surface of the superior maxilla and 
making an opening into the antrum through the 
canine fossa. The contents having been cleared 
out and all the diseased lining taken away, the 
inner wall is freely removed above and below 
the line of attachment of the inferior turbinal, 
the middle third of which is also excised. In this 
manner a very large opening is made into the nose 
so that it becomes impossible for any discharge to 
accumulate in the antral cavity. The after-treat¬ 
ment should be of the simplest, merely consisting in 
washing through from the mouth into the nose 
with warm Condy’s fluid solution until the oral 
incision has quite closed, which it does usually in 
fourteen days. No stitching of the oral incision is 
necessary, and no nasal syringing should ever be 
done. 

(2) A second case illustrating antral disease is 
also that of a young female, set. 26 years, who, 
besides exhibiting evidence of antral implication, 
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had a profuse discharge from the left side of the 
nose every day and throughout the day. She was 
employed as a secretary and typist, and sat for 
many hours daily in a not too well lighted or 
sanitary basement. A large percentage of the 
patients with sepsis of the sinuses of the nose 
on whom I have operated have given a history, 
such as was the case .with this patient, of 
occupying during business hours insanitary or 
damp offices. It seems certain that where there is 
a liability to contract catarrh in the nose from 
more or less chronic obstruction due to disturbed 
anatomical conditions in the nasal passages, septic 
sinusitis is much more likely to arise if the air 
breathed is impure or damp. 

The discharge has now ceased and the disease 
is thoroughly eradicated, but it was necessary to 
operate on both the antrum and the frontal sinus. 
The same radical antral operation was first per¬ 
formed as in the case of the former patient, but 
pus stiil continued to flow from the frontal sinus 
and had been filling up the antrum, which acted 
as a reservoir, catching the purulent flow from above 
diverted into the ostium by the outer lip of the 
hiatus semilunaris. The frontal sinus was 
operated upon one month after the antrum had 
been, and in both instances these cavities were 
found packed with mucous polypi, proving that no 
treatment such as syringing or vaccines would ever 
have been of any avail. This patient had been 
industriously syringing her nose for months, and 
latterly rather forcibly with the object of getting rid 
of the discharge. She often noticed that after 
syringing she had frontal headaches, and I have no 
doubt that the forcible syringing, by driving the 
purulent material farther and farther afield and up 
the naso-frontal canal, caused the frontal sinus to 
become implicated. I deprecate syringing very 
much in such patients, as I am certain from my 
experience that it is, very detrimental, not to say 
dangerous. 

She has now returned to her ordinary employ¬ 
ment, and is quite free from discharge or any nasal 
trouble. 

A second group of cases comprise various stages 
and degrees of virulency of malignant disease of 
the maxillary antrum, and serve to emphasise the 
success and failure of the operative measures em¬ 
ployed, 

J. B —, a man, set. 34 years, an engineer’s 


! labourer, came to the hospital complaining of 
stoppage of the left nostril and a bloody discharge. 
He gave a history of gradually increasmg blockage 
of this nostril during the previous six months 
with a bloody discharge, the amount of blood 
having become greater for a few weeks, and on two 
or three occasions there had been a very severe 
haemorrhage which was arrested with difficulty. 
His sense of smell was lost on this side, and he 
complained of a dull, aching pain over the bridge 
of the nose and extending to the cheek. His 
general health was good, and he had not lost 
weight. The exterior of the nose was not swollen 
or disfigured nor tender to the touch. On 
inspection of the interior the passage was found to 
be occluded beyond the vestibule by a large fleshy- 
looking mass, which on probing proved to be soft 
and movable. As this appearance was unusual it 
was decided to remove a small piece foj micro- 
1 scopic examination. Cocaine having been applied 
this was done with a snare. The bleeding was 
very severe. Transillumination proved the maxil¬ 
lary antrum on this side tp be dark, and therefore 
1 most likely occupied by the growth from the nose, 
j Dr. Wyatt Wingrave having reported that the piece 
j snared away was composed of columnar-celled 
! epithelioma, operation was decided upon. It 
I was also decided to approach the growth, which 
I was evidently extensive in its attachments, by the 
canine fossa route. 

To lessen the haemorrhage, as it was anticipated 
that this would be very severe, lactate of calcium 
was given in 20-grain doses every three hours for 
two days previous to the operation. Laryngotomy 
was also performed as the first step immediately 
the patient passed under the anaesthetic. In 
operations such as are undertaken for the removal 
of vascular tumours in the upper air-passages a 
preliminary laryngotomy is a most important 
factor towards success. It is in itself a 
i simple operation, easily and quickly done, and 
from the anaesthetist's point of view a great 
advantage. It ensures that no blood will enter 
the lungs, and that there is no coughing from 
laryngeal irritation to disturb the operation. The 
pharynx should be firmly plugged with a captive 
sponge. 

! To have good access to the anterior surface 
of the maxilla a long incision should be made in 
the gingivo-buccal fold, extending from well beyond 
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theTraenum of the lip on the opposite side to half 
an inch beyond the canine ridge on the affected 
side. This gives ample room for reflection of the 
soft structures. These, including the nasal cartilages, 
should be freely reflected upwards, and held out 
of the way by powerful retractors. The anterior 
wall of the antrum should then be completely taken 
away, and in the case in point the ascending 
process of the superior maxilla was also removed. 
In this manner good access was obtained to the 
antrum, a clear view being gained of its contents, 
and also of the interior of the nose quite high up 
and far back. The growth was now completely 
removed, and with it the entire lining of the 
antrum and the whole of the inferior and middle 
turbinals, as they were involved ; it was found to 
have completely filled the antrum, and to have 
been eroding the anterior wall and the septum of 
the nose v so that it would soon have invaded the 
opposite side. The disease had also extended up 
into the ethmoid region, and back to, but not into, 
the sphenoidal sinus. The ethmoid cells were freely 
curetted at considerable risk of setting up basal 
meningitis, which is always a fatal complication. 
But in taking this risk one had to bear in mind 
that, were it not done,, there was more danger of 
leaving diseased tissue behind with a certainty of a 
recurrence of the growths The haemorrhage was 
very great; but with the naso-pharynx plugged and 
laryngotomy performed this did not endanger the 
patient nor prolong the operation, as it was soon 
got under control by means of dry-gauze plugging. 
Plugging of the antral cavity and nasal chambers is 
done after the operation, not only to arrest the 
bleeding, but to prevent the formation of a blood- 
clot. The patient was back in bed within half an 
hour. The plugging was all removed next day, and 
he made an uninterrupted recovery. The incision 
in the gingivo-buccal fold was not stitched, but 
healed well, and closed in a fortnight. It is now 
eight months since this extensive tumour was 
eradicated ; there is no sign of recurrence any¬ 
where ; the patient is breathing well through the 
nose, is perfectly comfortable, and continuously at 
work again. 

The case of A. B—, a woman, aet. 35 years, 
points to the facts that malignant disease may 
commence in the outer wall of the nose and 
invade the antrum secondarily, and that great risks 
are run when a sanious discharge is neglected. 


This patient had suffered for two years from 
unilateral nasal bleeding, and the nasal passages 
had been getting more and more blocked. The 
haemorrhage had been more frequent during the 
last six months, and sometimes severe. She had 
suffered little or no pain in the nose or face, and 
complained chiefly of a more or less constant 
sanious and serous discharge from the left side of 
the nose, and stuffiness on this side. There was 
no swelling or visible symptom to be detected on 
the outside ; but on inspection of the interior the 
left nasal cavity was found to be full of what 
proved, on palpation, to be a soft, vascular, pale, 
red mass of growth; it was filling up the cavity 
and obscuring the turbinals. On transillumination 
this side of the nose was quite dark, and the antrum 
on the same side was also partially obscured. 
Cocaine solution having been applied, a piece of 
the growth was snared away, when the haemorrhage 
was very severe indeed, necessitating repeated 
packing with adrenalin solution, and that the 
patient should rest in the horizontal position for 
over an hour before being able to return home. 

The pathologist pronounced the tumour to be 
one of columnar-celled epithelioma. Operation 
was decided upon; and in view of the fact of the 
vascularity of the tumour, large doses of calcium 
lactate were administered during the two following 
days, and a dose of one drachm was given in the 
evening before the operation, which was performed 
very early in the morning. I am certain that 
patients not only withstand the shock of an 
operation much better if it is performed in the 
early morning, but it helps towards a rapid and 
sound recovery. 

I would like to be emphatic about two points 
with reference to this case. One is the diagnosis, 
and the other the method of operation. This 
patient had suffered from unilateral bleeding from 
the nose for two years, and the passage had been 
becoming more and more blocked. Haemorrhage 
from the nose may go on for years, and yet the 
cause be quite an innocent and simple one, such 
as septic ulceration and encrustation : but, if pro¬ 
gressive obstruction is a concomitant symptom, 
strict attention should be given to the diagnosis 
and causation, as it is much more likely to be of a 
serious nature. Pain is not to be relied on as a 
danger-signal. This patient had experienced little 
or no pain; and it may only be when damming up 
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of secretions, tension, and pressure upon and 
implication of nerves occur that pain is prominently 
manifest. 

At the operation, in anticipation of severe 
haemorrhage, laryngotomy was first performed, as 
in the last case, and the pharynx and larynx were ! 
packed with captive sponges, the head and shoulders ! 
being well raised so that a good view of the interior 
of the nose could be obtained. I decided not to ! 
incise the face and thus blemish the patient for life, 
but to try to remove the tumour by the canine fossa 
route. The gingivo-buccal fold was freely incised 
from beyond the middle line in front backwards to 
the canine ridge, and the soft structures raised 
upwards, including the periosteum and the lateral 
cartilages of the nose. In this way, by forcible 
retraction, nearly the whole of the anterior and 
lateral surface of the superior maxillary bone was 
well exposed. The anterior wall of the antrum 
was then almost entirely removed and the contents 1 
of the antrum evacuated. The outer wall of the 
nose was freely taken away, but the ascending 
process of the superior maxilla was not removed ; | 
this was not at all necessary in this instance, as 
perfectly satisfactory access could be obtained to 
the interior of the nose without doing so. 

In this particular case I readily removed a large 
mass of growth which had extended up into the 
middle turbinal region. 

The canine fossa route into the interior of the 
nose is an excellent method of operation in extensive | 
or malignant disease of the nose, and has the great 
recommendation that no mark is made or left on 
the face. 

The operation I prefer and have described as 
employed successfully in both of these cases is a 
modification of Rouge’s method, arid is preferable 
to such external operations as Langenbeck’s, where 
a flap is’ turned down from the outside of the 
nose. | 

The next case serves to show a fact that is not 
always kept so prominently before the mind as it ! 
ought to be, and that is, that simple mucous polypi 
are always apt to take on a malignant change. This 
may only be the case in certain parts of the poly¬ 
pous mass. A piece of polypous tissue may be 
removed and found non-malignant, and another 
piece may be found to have become malignant. 

Miss J—, aet. 45 years, had suffered from nasal 
polypi for many years, and these had been very 


often removed. The removal had simply consisted 
in pulling off all that could be readily seen and 
caught hold of by means of a snare introduced 
through the anterior nares. The roots had never 
been curetted, nor the bone from which they grew 
disturbed. 

When she came under my care I removed a 
piece of the growth for examination ; the bleeding 
was severe, and the fact was elicited that for some 
months there had been spontaneous haemorrhages 
from the left nostril, and that when pieces had 
been snared away the haemorrhage had been free. 
The left antrum was dull on transillumination, 
showing that the growth had almost certainly 
invaded this space. 

It was evident that operation was the only pro¬ 
cedure, since the pathologist reported that the 
specimens sent to him were epitheliomatous. Cal¬ 
cium lactate was given for three days before the 
operation, laryngotomy performed as a preliminary, 
and the pharynx packed with captive sponges. The 
canine fossa route was chosen, the ascending pro¬ 
cess of the superior maxilla not being removed. 
The growth was thoroughly removed from the 
antrum and the nasal chamber, and the whole of 
the middle turbinal region curetted. She made a 
good recovery, and it is now eighteen months since 
the operation, and there is no sign of any recur¬ 
rence. 

There is little doubt but that the fact that both 
of these cases were operated upon in good time 
had much to do with their recovery. If they 
had been left for a few weeks longer it is almost a 
certainty that the growth would have so extended 
as to preclude complete removal. The following 
cases, both of a malignant nature, were left too 
long before being seen with a view to operative 
relief, and proved fatal. 

Mrs. A—, set. 47 years, was sent to consult me 
for a swelling of the left cheek extending up under 
the eye, and a bloody discharge from the left 
nostril. The history given was that for two years 
there had been a gradually increasing obstruction 
in the left nostril, and an intermittent bloody 
discharge during the last six months. She had had 
very little pain, only a throbbing sensation for some 
weeks in this cheek. She had continued at her 
business as a milliner up till being seen by me. As 
she was not improving, her doctor wanted further 
advice; but so little inconvenience had she been 
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put to, that it was only when the swelling appeared 
that she became at all concerned about herself. 
Even her medical man did not entertain any 
notion that the trouble might be serious. 

On examination it was seen that the walls of the 
antrum were all bulging out—the anterior account¬ 
ing for the facial swelling, the posterior partially 
explaining a stuffy sensation in the throat that she 
cpmplained about, the inner wall showing why the 
left side of the nose was blocked, and the superior 
explaining some protrusion of the eyeball. The 
left antrum was quite dark on transillumination, 
and on my puncturing it through the outer wall of 
the nose and inflating through the cannula, only 
blood appeared. It was decided that the only 
thing that would give the patient a chance of life 
was an extensive operation of the nature of an 
excision of the upper jaw, since the pathologists 
gave it as their undoubted opinion that the speci¬ 
men removed from the region oT the inner'wall was 
epitheliomatous. Laryngotomy was first performed 
and the pharynx packed with captive sponges. 
1 he usual skin incisions for excision of the upper 
jaw were made and the soft structures of the cheek 
reflected, when it was seen that the growth had 
forced its way through the anterior wall of the 
antrum and was beginning to invade them. It was 
also found to have eroded the inner wall and to 
have invaded the nasal cavity. The posterior wall 
was extensively involved, and the disease could be 
traced far back and high up into the pterygo- 
maxillary region. She made an excellent recovery, 
and returned home to the country in a month from 
the date of the operation. For four months she was 
very comfortable and took food well; but during the 
last two months there has been a recurrence, as 
evidenced on one’s looking through the mouth at the 
side and posterior walls of the naso-pharynx. 
Radium and X rays have both failed to alleviate 
the condition or retard the growth, and a fatal 
issue is inevitable. 

The second case had a fatal end, and was that 
of a young man, aet. only 22 years, a clerk, sent to my 
clinic at the Central London Throat, Nose, and 
Ear Hospital by his doctor, but, like the last men¬ 
tioned case, also sent too late. The history was 
similar to that of these cases, viz. increasing nasal 
obstruction with no$£ bleeding. The growth was 
proved by Dr. Wyatt Wingrave to be a very virulent 
form of epithelioma, so much so that he advised 


me to operate without delay. The youth of the 
patient might perhaps account for the rapid develop- 
i ment of the growth, as it all seemed to have oc¬ 
curred within the period of two months. A most 
extensive operation was performed through the 
canine fossa route, but it was found that there was 
growth attached to both sides of the naso-pharynx, 
the.antrum and the upper regions of the nose and 
naso pharynx being full of it. This was removed 
and these sites curetted. The fact that there was 
growth springing from the sides of the pharynx 
made the prognosis more serious, as there was great 
likelihood that the deep cervical lymphatics had 
become invaded. He made a satisfactory recovery 
from the operation and was able to leave the hos¬ 
pital in a fortnight and return to his work. There 
is no doubt but that he benefited temporarily very 
much from the operation, and, as he expressed it, 
his nose was “ beautifully clear.” 

In a month from the date of his operation a 
swelling appeased in the left side of the neck and 
rapidly grew to a large mass. He became very 
weak, lost appetite, and the breathing became very 
much, embarrassed, which was most likelv caused 
by a secondary growth in the chest. He died of 
exhaustion two months from the date of opera¬ 
tion. 

In conclusion, there are some practical lessons 
to be learned from a study of such cases: (1) Pain 
is not to be relied upon as an indication of 
malignant disease in the nose. (2) Increasing and 
persistent stuffiness, especially if unilateral, is an 
important point as regards diagnosis. (3) Recur¬ 
ring and increasingly severe haemorrhage, especially 
if unilateral, is always a suspicious symptom. (4) A 
combination of haemorrhage and increasing stuffi¬ 
ness is often a serious indication of new growth 
existing. (5) The making of an early diagnosis is 
of great importance. (6) It is imperative to make 
a thorough and systematic examination in all 
obscure cases of nasal disease, and to remove 
early a piece of any obstruction in the nasal 
passages for pathological report. (7) It is of great 
importance when there is malignant disease to 
operate as soon as possible after a diagnosis has 
been made to secure a successful removal. (8) It 
is advisable to adopt the canine fossa route in 
operating for the extirpation of intra-nasal tumours. 
(9) Innocent and malignant polypi are likely to co¬ 
exist. (10) The likelihood should be remembered 
of chronic septic maxillary antritis taking on (or 
changing to) a malignant form (or character). 

March 25 th, 1912. 
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THE TUBERCULIN TREATMENT. 

By H. VAUGHAN BARBER, M.A., L.R.C.P. 


A Retrospect. 

Everyone over forty years of age will remember 
how in the early nineties a message of hope was 
wafted to England from across the seas, a message 
pregnant with interest for all mankind, but 
especially for town dwellers in cold, damp climates, 
where the white scourge claimed its victims both 
from young and old. 

It was a message of hope and gladness, for it told 
of the breaking of a great light where darkness had 
reigned till then ; it foreshadowed health and life 
instead of disease and death. And it hailed from 
a country which England had learnt to respect, a 
country where hard thinking and patient work had 
already borne fruit to the world. Years of 
strenuous toil and research in the German labora¬ 
tories had yielded their harvest to the genius of 
Koch, and he had announced to the profession his 
great discovery. The cause of consumption was 
known at last, and a remedy, almost unfailing, had 
been found. 

The news spread everywhere. Medical press 
and lay press alike caught up the message and pro¬ 
claimed it broadcast for all it might be worth. It 
was received with gratitude, it was welcomed with 
joy. 

But it is the eventide that tells what the day has 
been, and the roll of the years must be called 
before the truth or error of the new views could be 
placed beyond doubt. 

What is the verdict of the years? 

u Failure.” 

But is the last word spoken here? It is not. 

14 Failure through ignorance” is the truer message 
of the years, and it is our purpose to-day to inquire 
into the causes leading to this result, and t <3 show 
how the knowledge gained can be turned to fruitful 
account. 

Let us first examine the nature of Koch’s* 
message. It embodied two clear statements. (1) 
That tuberculin was a sure diagnostic test for con¬ 
sumption ; and (2) that early cases of consumption 
treated with tuberculin could be cured with cer¬ 
tainty. If these could be substantiated as facts it 
would mean a tremendous step onwards, for it 


would establish an unfailing test in the many 
doubtful cases that arise in practice, and would 
provide a method of treatment, comparatively 
inexpensive, and absolutely reliable. 

But it so happened that the message from 
Germany came at a time when an epidemic of 
influenza was devastating Europe, and many cases 
of latent tuberculosis, attacked with influenza, 
became active, and produced a mixed type df 
illness very difficult to treat. For the profession 
was called upon to deal, not with a simple case of 
influenza, or a simple case of tuberculosis, but 
with cases in which the germs responsible for these 
two separate diseases were operating together in 
one and the same patient, with the final result that 
the symptoms due to the tuberculosis masked and 
often overshadowed those due to the influenza. It 
thus fell out that when medical men came to apply 
tuberculin to casqg like these, they found them¬ 
selves handling a weapon not only foreign to their 
grasp, but entirely unsuited to the disease it was 
designed to combat. For the germ responsible for 
influenza is wholly dissimilar to the tubercle 
bacillus which causes consumption—it will not 
yield to tuberculin, and if tuberculin is used in 
cases like these, most serious results may follow. 
We know now that cases of mixed infection and 
high fever ought never to be treated with tuber¬ 
culin, and had this fact of clinical experience 
been known to the profession in those early 
days we should never have abandoned it as a 
remedy for consumption. But the world has to 
buy its experience even though the toll be paid 
in human life—through ignorance of conditions 
we threw overboard a remedy of uflique value, 
and the price we pay to-day fcr our folly is an 
English death-roll of 55,000 in every year from 
this ope disease alone. 

If this death-roll of 150 souls each day included 
mainly the aged or unfit, the loss to the nation 
might not be felt, but these are not the chief 
sufferers ; it is the growing child and young healthy 
adult who are chiefly attacked, for it is found that 
almost one third of all the deaths that occur from 
any cause whatever between twenty and thirty-five 
is due to tuberculosis. 

And there is yet another consideration, tersely 
expressed by Wilkinson in his'classic on consump¬ 
tion, 4 Mortality is not Morbidity.* A large pro¬ 
portion of the sufferers from tuberculosis do not 
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die, but make a good recovery after an illness long 
or short. So that where death from tuberculous 
disease claims one victim, we may say that illness [ 
lays its hand on many, robbing men and women j 
of their power to do life’s work, and making them, | 
often for long periods of time, a burden on the , 
community where they dwell. For consumption 
does not kill quickly—it kills very slowly, and 
during the long-drawn-out years these sufferers are 
a danger to everyone around them. Brother 
infects sister, parents infect their children, friend 
infects friend. And all this illness is preventable, 
as preventable as typhoid and smallpox ; the 
hygienist is dealing with it and will eventually 
conquer it, but our existing social conditions will 
for many years to come ensure the presence of 
consumption in our midst, and for the established 
disease tuberculin is the one reliable remedy. 

Having regard to the comparatively recent intro¬ 
duction of the tuberculin treatment, and the very 
divergent views held by the profession as to its 
value in tuberculosis, it may be well to look for a 
moment into the essential nature of that disease in 
the light of present-day knowledge. 

Art comes to the Aid of Nature. 

In the first placd, it must be remembered that 
consumption is not hereditary; the disease itself is 
seldom or never transmitted from parent to child, 
it is the tendency—the soil suitable to the growth 
of the bacillus—which alone is transmissible. The 
actual cause is the entrance into the lung of air 
exhaled from a consumptive and laden with tubercle 
bacilli. These tiny germs, wholly invisible to the 
naked eye, find a lodgment in the smaller bronchial 
tubes, multiply £y fission, set up local irritation, 
and secrete a toxic product called tuberculin. It 
is the poisonous nature of this product which does 
the real mischief. Intensely irritating, it destroys 
the vitality of the tissues encasing it, and brings 
about ulceration and consolidation. But this 
advanced stage is not always reached. Nature 
has provided an antidote, which in strong, healthy 
people will commonly effect a cure. 

Directly tuberculin is brought into contact with 
living tissue it sets up a reaction, which results in 
the formation of “ anybodies ” ; these unite with the 
tuberculin and render it inert; the destructive 
process is brought to an end, and the patient 
recovers. This explains the fact that so many 


thousands of people are exposed to the infection 
and yet escape consumption. But very many do 
not escape at once, if at all ; the antibodies formed 
are not equal to the work demanded of them, 
weeks and months of illness may ensue before 
recovery sets in, and permanent injury to lung or 
joint (for the germ will travel anywhere) is often 
left behind. It is here that the tuberculin treat¬ 
ment steps in, and brings to Nature just the aid 
she needs. Now, what is Nature's need, her urgent 
need, at this moment? Let us consider her 
position. 

Nature is confronted with the impending destruc- 
i tion of lung tissue by an irritating toxin called 
tuberculin, and her only method of meeting the 
danger is to create antibodies to destroy the tuber¬ 
culin. She has done this to the best of her power, 
but the antibodies formed have failed to play their 
part, being too few and too weak. The toxin she 
seeks to destroy is getting the upper hand, and if 
left alone, will in due course claim its victim. But 
if at this juncture Art comes to the aid of Nature, 
follows her lead, and initiates a process whereby 
strong, active antibodies are formed in sufficient 
numbers to neutralise the deadly tuberculin, this 
reinforcement of Nature’s defences will just turn 
the tide of battle, and bring in victory where defeat 
seemed imminent. 

The thoughtful reader will say, “-But if Nature’s 
tuberculin fail to create efficient antibodies, what 
guarantee is there that the tuberculin of Art will be 
more effective? Wherein does the difference lie? ” 
It lies just here, that Nature works in a measure 
blindly—works with power and persistence, it is 
1 true, but still blindly. Art works under Reason’s 
guide, after first kneeling at Nature’s feet-*and 
working thus, Art succeeds where Nature fails. 

Nature secretes her tuberculin, virulent and 
destructive, just where the tubercle happens to be 
—in the spongy tissue of a lung, or the soft 
synovial membrane of a joint, and the antibo.dies 
formed to neutralise it are evolved out of this dis¬ 
eased area, where the increased irritation cannot 
1 well be borne. The tuberculin of Art is grown in 
the laboratory, sterilised by heat, and then filtered 
through porcelain. It is injected into the healthy 
muscular tissue of the arm, and the antibodies 
formed to neutralise it are evolved from this same 
I healthy tissue. 

Tuberculin secreted in the lung will generate 
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antibodies that may win or may lose the battle on | 
which the life of the patient depends. Tuberculin 
injected into the arm will start a process in which 
victory is never in doubt For the uncontrolled 
methods of Nature no longer hold the field; 
judgment takes the place of chance, and a dose 
is selected which shall exactly meet the condition 
of the patient at the time. The amount of tuber- . 
culin injected will always be such that the anti- j 
bodies formed to neutralise it shall be equal to 
their work, and leave each time an unused surplus 
which is carried by the blood stream to the assist¬ 
ance of the Nature-formed antibodies in the lung. 
And when it is understood that this unused and 
available surplus is definitely increased week by 
week as the patient can bear it, until the whole 
system is immune to any possible attack of tubercle 
bacilli, the real value of the succour brought by 
Art to the aid of Nature will be more accurately 
gauged. j 

Such, in broad outline, are the essential principles i 
on which the tuberculin treatment is based. Let , 
us now look at the subject from the practical side, 
and record what experience has to tell of the j 
actual results achieved. 

Treatment. 

In any new subject that comes before us, first- | 
hand knowledge is everything. To gain this, we j 
will go to the Tuberculin Dispensary in Kennington, ; 
established by Dr. W. Camac Wilkinson the year | 
before last, and see what the patients are like and ! 
what they have to say. 

We find perhaps a dozen of them waiting their 
turrf in a bright cheery ante-room, overlooking the 
Kennington Road. Some are looking sad enough 
— the new cases—people who have simply heard of | 
the treatment, and do not know if they will be 
taken on or not. The rest—well; some are pale, 1 
but the greater number are looking remarkably fit, 
and if-you ask them, they will tell you they feel as 
they look. One lady visitor, who came last year, 
remarked that they looked like a party just returned I 
from the seaside. ! 

Work begins at 9 o’clock, and it takes all the j 
morning to see and treat the thirty or forty patients 
who attend- For none are admitted without a 
careful arid thorough examination, the family 
history, personal history, and present condition all 


being brought under review. Cases hopelessly 
beyond reach have to be sent away, but among 
those accepted for treatment are many in the 
second, or second-to-third stage, with well-marked 
pulmonary cavities and areas of consolidation. 
Experience has shown that these patients often do 
very well eventually, but the course is naturally a 
longer one than that needed for contact cases, z\e. 
early cases of quite recent infection. 

Treatment is not generally given on the first day, 
because the dose of tuberculin needed by each 
individual case is largely regulated by the tempera¬ 
ture Curve, and the patient is accordingly taught 
how to take and record his temperature three 
times a day. But three days later they attend 
again, bringing their charts, and the first injection 
of tuberculin is given. This causes some local 
reaction in the arm like vaccination, but it varies 
greatly according to the susceptibility of the patient, 
and it dies down in two or three days’ time. There 
are also some constitutional symptoms ; and all 
these results, taken together, form a clear guide to 
the doctor in charge as to the particular kind of 
tuberculin required, and the dose best suited to 
the case before him. 

Regular attendance twice a week is now required, 
and for the first week or two very little change is 
noticed. Then, very gradually, about the third or 
fourth week, there begins to creep in a feeling of re¬ 
turning health ; the cough mayor may not improve 
at this stage, but it is a trifle less harassing than it 
was, the day’s work is less wearing, there is the 
conscious possession of a new strength. No lasting 
impression has been made as yet on the cential 
lesion, but the tuberculin is doing its work, the 
system is getting unpoisoned. The patient comes 
into the room with a more active step, his skin 
looks clearer, his eye brighter, and by-and-by he 
will tell you that the paroxysms of coughing are 
less frequent, that the expectoration has diminished, 
that the night sweats are now rarely experienced. 
At first he may, and very often does, lose in 
weight; then he begins to put on flesh, though 
not to the same extent that he would do in a 
sanatorium, because he is not an idle man, just 
resting and feeding, but a man living exactly the 
same life that he was living before he started treat¬ 
ment. Indeed, one of the most significant features 
of this treatment is that it can be carried out on 
patients whose environment remains unaltered— 
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the mother is not taken from her nursing child, the 
breadwinner is not taken from his daily work. 

So the months roll on, until after six months’ 
treatment, sometimes longer, the day comes when 
the patient receives his final dose of tuberculin, 
and he returns home with the knowledge that his 
enemy has been laid in the dust. 

| 

• Results of Treatment. 

Of the after-history of these cases it is as yet too 
early for an English writer to speak, but the j 
following extracts from Dr. Wilkinson’s work will 
show his experience in Australia. Writing, in 
1908, he says: “I have here presented 115 cases 
in the first stage of pulmonary tuberculosis, 
including in stage 1 all cases of stage 1-2.” Three 
of these patients only had two months’ treatment, 
two refused treatment, and are since dead, but “of 
the no cases treated fully from 1902-1908, I ! 
know of the deaths of three cases, one of acute j 
malaria, one of splenic anaemia, and one after an j 
operation for obstruction. I have done my best to 1 
keep in touch with all my cases, and I have not ! 
yet heard of a single case dying of pulmonary j 
consumption.” 

As regards cases in the second stage of con- j 
sumption, where there is more or less extensive | 
consolidation of the lung, the results are of course 
far less encouraging, but even here Dr. Wilkinson 
records successful treatment in fully 60 to 70 per 
cent, of the cases. It is also worthy of note that 
these results were obtained, not on some elevated 
plateau where dry air and sunshine play an impor¬ 
tant part, but in the populous city of Sydney, the 
climate of which has for years been condemned by i 
the medical profession. 

But coming back to the problem as we find it in j 
our own country, the results obtained last winter j 
in London, and personally witnessed by the writer | 
and other medical men during an unbroken period j 
of six months’ observation, were beyond all doubt , 
sufficiently encouraging to warrant a fair public 
trial being made of this mode of treatment. 
Already, we may add, a good deal has been 
accomplished. The Kennington* Dispensary (263, 
Kennington Road) has been thrown open to all 
medical men and medical women, also to all 
responsible people who will take the trouble to 
come and see for themselves what is being done. 
Nor has the invitation been issued in vain : some 


eight or ten medical men and women are always 
present when work is going on; and outside 
people—clergymen, county councillors, and others 
—come from distant parts to ascertain by personal 
contact with the patients the truth or the error of 
the report that has come to their ears. Last 
spring the municipal council of Inverness—a town 
of 20,000 inhabitants, where consumption is rife— 
took the trouble to send down one of their own 
medical officers, Dr. James Mitchell, to investigate 
the facts first hand and report. He came to 
London, spent a month or six weeks at the dis¬ 
pensary, thoroughly acquainted himself with the 
principles and technique of the treatment, reported 
favourably to his Council, and started work on 
similar lines on his return to Scotland. 

Writing from Inverness in December, 1911, 
Dr. Mitchell says : 

*' I have been administering tuberculin in this dispen¬ 
sary since July last, but have not finished the complete 
course in any case, as it takes at least eight months to do 
so. So far , I agree with you that tuberculin administered 
on this system in early and proper cases does all that 
Dr. Wilkinson claims for it. . . . Since the Corpora¬ 

tion started this dispensary many private practitioners 
have begun to use tuberculin on this system, and they all 
speak well of it.” 

The Extension ok Tuberculin Treatment. 

In London, three tuberculin dispensaries have 
now been established—at Kennington, Battersea, 
and Greenwich ; while provincial branches have 
been opened in Aldershot, Street (Somerset), Ports¬ 
mouth, Aberdeen, Inverness, Leith, Irvine (Ayr 
shire), and Naas (Ireland). The experience gained 
in Edinburgh is instructive. Writing from the 
Public Health Office, Charlotte Street, Leith, in 
June, 1911, Dr. Wm. Robertson, Medical Officer of 
Health, says : 

1 can scarcely give you a report, since our scheme has 
only been in operation for nine months. We have not as 
yet an official dispensary. . . . This may be said, 

however, that tuberculin, administered in progressive 
doses has in Leith given results that we were never able 
to achieve by mere open-air methods. These had been in 
operation for nine years. After carefully weighing the 
pros and cons I can arrive at no other conclusion than 
that demonstrated, which means that tuberculin offers far 
more help to the consumptive than sanatoriuip treatment 
alone. It is treatment on a scientific basis by a specific. 
We tried for a long time the fractional dosage system with 
tuberculin, but found it most unsatisfactory as compared 
with the administration of increasing doses.” 
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Dr. Robertson’s latest report is dated January 
4th, 1912 : 

" Having given tuberculin an extended trial, we now 
have instituted a dispensary, which differs somewhat in 
principle from that in operation in other districts. Suit¬ 
able cases (twenty in all) are treated in open-air shelters in 
the grounds at the Isolation Hospital for a month, and are 
given tuberculin in increasing doses. At the end of that 
period the patients are sent home, but go to the dispensary 
to have the specific treatment continued. At the dispensary 
new-comers are examined, and if found suitable drafted on 
to the hospital. Often cases are visited at their houses 
and test doses applied to contacts. The month’s residence 
at the hospital, together with good food and fresh air, 
afford tuberculin an excellent opportunity to prove its 
value. If medical men would only take pains to give this 
question some study they would soon realise its vast 
importance. German physicians declare that the omission 
to give tuberculin is tantamount to neglect on the part of 
the doctor. A brief experience with tuberculin will incline 
one to subscribe to that teaching.” 

An association called “The Tuberculin Dis¬ 
pensary League” has been established for the 
purpose of making the tuberculin treatment more 
widely known, and of raising funds with the object 
of creating “a vast network of tuberculin dis¬ 
pensaries all over the United Kingdom to help 
stamp out the great ‘white peril’ that is devastating 
the land.” The president is fhe Countess of Mayo, 
the chairman Dr. Camac Wilkinson, and there are 
some ninety members drawn from all classes of 
the community. The honorary secretary is Mrs. 
Steuart Erskine, 10, Ovington Gardens, S.W. 

For the guidance of practitioners who may 
desire to test the value of the tuberculin treat¬ 
ment, it may be added that the most useful prepara¬ 
tions are : for diagnosis, Koch’s “old tuberculin ” ; 
and, for treatment in the initial stages, the bovine 
preparation known as P.T.O. (Perlsucht tuberculin 
original). The commencing dose is half a milli¬ 
gramme, and this is gradually increased until a dose 
of one gramme can be tolerated. But there are 
certain conditions attached to the successful use of 
tuberculin, and men who want to give the treatment 
a fair trial in their own practice are advised to pay 
a visit to one of the centres already established in 
London or the provinces. They will there see 
results that will inspire confidence, and they will 
gain a practical knowledge of the technique essen¬ 
tial to success. 

March 25 th, 1912. 


I Direct Laryngoscopy. — In applying the direct 
I method of examination to the larynx it is far more 
necessary to allow for individual peculiarities than 
would be the case elsewhere in the body. The 
j passage to the larynx, as, indeed, the whole facial 
I skeleton, is more liable to variation than is any 
other region of human anatomy. There are cases 
in which it can be straightened by means of 
moderate pressure with a tongue spatula, and, 
again, other exceptional cases in which pressure 
j even thirty times as great will not suffice to over¬ 
come the resistance of the soft parts. This fact of 
itself leads to a kind of relative contra-indication 
which must be weighed against the relative indica¬ 
tions for the method. In coming to a decision the 
chief stress must be laid on the special value of 
direct operation, even though this in some cases 
may demand the use of a general anaesthetic. 
In bronchoscopy the greatest difficulty is presented 
in passing through the larynx, and this can only be 
accomplished by a thorough mastery of the 
technique of autoscopy. With ordinary skill no 
danger is connected with direct laryngoscopy, and 
if a judicious selection of cases be made, the dis 
comfort which is caused to the patient will not be 
out of the ordinary. As a rule, patients who are 
easily or even moderately amenable to autoscopy 
say that it is the administration of cocaine which 
causes them the greatest unpleasantness. 

The above extract is taken from the work on 
‘Direct Laryngoscopy, Bronchoscopy, and CEso- 
phagoscopy,’ by Dr. W. Brunings, translated and 
edited by W. G. Howarth, M.A., M.B., B.C., 

| F.R.C.S., and published by Messrs. Bailli^re, 
Tindall & Cox. This book is a revised and ex¬ 
panded form of Dr. Brunings’ ‘ Handbuch fur die 
Technik und Methodik der direkten Okularen 
Methoden,’ which was published in 1910. The sec¬ 
tion dealing with direct operation on the larynx has 
been completely re-written, and an entirely new 
chapter on bronchoscopic operations and methods 
of treatment has been added. In this an exhaustive 
and systematic account has been given of the dia¬ 
gnosis and treatment of bronchial foreign bodies, 
and the further question of endobronchial thera¬ 
peutics has been discussed. These additions add to 
the practical value of the book, and enable the reader 
to obtain a methodical idea of the subject, so that 
he can approach even his first attempt at broncho- 
cesophageal manipulation with the feeling of con¬ 
fidence. The new matter in the book embodies 
Dr. Brunings’ enormous practical experience, which 
cannot fail to give additional impetus to the more 
widespread application of bronchoscopy, which his 
mechanical ingenuity has done so much to simplify. 
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A LECTURE 

ON 

HERNIA IN CHILDREN. 

Delivered at the Seamen’s Hospital, Greenwich. 

By H. S. PENDLEBURY, M.A., M.B., F.R.C.S., 

Surgeon to St. George’s Hospital, and Royal Waterloo 
Hospital for Children and Women. 


Gentlemen, —I wish to speak this afternoon about 
the radical cure of hernia in children, and my 
remarks will apply only to children under seven 
years of age. They embody the results of the 
last ten or twelve years* experience at the Royal 
Waterloo Hospital, where we operate on twenty-five 
or thirty cases a year. 

In discussing first of all what are the indications 
for advising operation, I shall take the clinical 
condition of the hernia. The classes I shall take 
are : (1) reducible, (2) irreducible, (3) obstructed, 
(4) strangulated, (5) inflamed. 

As you know, in the case of children by far the 
greatest number you have to deal with are the 
ordinary cases of reducible inguinal hernia. In a 
case of reducible inguinal hernia, what you have to 
consider first is at what age you think a child a fit 
subject for operation. I should say that between 
the second and third years is the ideal age for the 
operation, but personally I should have no hesita¬ 
tion in operating at the age of nine months and 
onwards. The great argument in favour of opera¬ 
tion at this early age is that, if you leave it longer, 
the opening through the abdominal wall will become 
larger; secondly, that the results, as shown by 
seeing patients years afterwards, indicate fairly 
conclusively that the earlier you operate, con¬ 
sistently with the general condition of the patient 
and the chance of the child standing the operation, 
the better are the results. The neck of the sac 
will be a very small one, and you will be able to 
deal with it with a minimum amount of suturing. 
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As regards a truss, I have very little faith in 
hernia being cured by trusses. One reads about 
such cures, but my own experience of so-called 
cures by trusses, especially in people of the hospital 
class, is that the cases almost invariably end in so- 
called rupture when they come to puberty. They 
begin hard work, as navvies or something of that 
sort, and they say this work caused the rupture, 
but almost certainly a majority of these ruptures 
have been congenital. With regard to control of 
hernia by trusses, this is necessary if the pktient is 
not of the age or in a sufficiently good condition 
or state of health for operation to be advised; and 
if a hernia cannot be controlled by truss, it is 
obvious you will feel justified in running a little 
extra risk in advising operation to be done. If 
you do begin to apply trusses, parents will ask you 
how long it is necessary for a truss to be worn in 
order to cure the hernia. I have already expressed 
my views on the possibility of cure by truss. A 
certain number would be cured by truss, but it 
will be necessary to wear a truss until they have 
nearly finished growing. 

With regard to irreducible hernia, I should 
invariably advise operation. If you have a little 
bit of intestine or of omentum which is adherent 
to the sac, that is a most fruitful cause of increase 
in the size of the hernia and in making a large hole 
from the abdomen into the sac, and unless there 
is a definite contra-indication, I advise operation. 

In the case of obstructed herniae, these are 
comparatively rare in children, and, in fact, in my 
experience at the Waterloo Hospital, very rare. 
The procedure in those cases which I adopt is 
this : if the child is brought in with symptoms of 
slight obstructed hernia, and the hernia is irre¬ 
ducible, I place the patient in bed, raise up the 
legs, and apply warm fomentations to the part. 
If that does not relieve the symptoms quickly, I 
operate. If the patient is relieved by that, keep 
him in bed for a little time to allow the parts to 
quiet down, and then operate later. 

Strangulated hernia you will operate upon, and 
I have operated upon a child about thirteen hours 
after it was born. It was brought from a lying-in 
hospital, and taxis had been done. I did the 
operation and found that the testicle was practically 
a piece of pulp, just like blood-clot. All the atten¬ 
tion had been devoted to trying to reduce the 
testicle. The hernia was markedly strangulated, 


and even in opening the sac it was only with diffi- 
! cully one could divide the stricture. The child 
recovered because we operated upon it within a 
very few hours of strangulation. So youth is not a 
contra-indication. 

With regard to inflamed hernia, it is well to re¬ 
member that sometimes inflamed hernia simulates 
strangulation, and we have had a definite number 
of cases where inflamed glands in the groin and 
suppuration have given rise to symptoms of stran¬ 
gulation, and the child has been brought in with the 
idea that it is the subject of strangulated hernia. 
So the main point about this kind is diagnosis. If 
it is definitely inflamed, it is wise to wait generally 
until inflammation has subsided before operating. 

Remember always the clinical conditions in 
which you may‘find a hernia. An irreducible hernia 
is one in which there is obstruction to reduction. 
In obstructed hernia there is obstruction to reduc¬ 
tion and obstruction to the passage of the contents 
of the gut; in strangulated hernia there is obstruc¬ 
tion to reduction and obstruction to passage of 
contents, and obstruction to the blood supply of 
the gut. 

Having decided to do your operation in an 
ordinary reducible hernia, the next point is the 
preparation of the patient. This in the case of a 
child is a very important matter, and I remember 
my own experience when I first went on to the 
staff* of the Waterloo Hospital. I operated upon 
the patients a day or two after they came in, and I 
found that a certain proportion of them developed 
some complication—measles, scarlet fever, chicken- 
pox, bad throats, coughs, or even broncho-pneu¬ 
monia—and therefore I now keep the child under 
observation tor some little time before operating, 
say for twelve or fourteen days. While under 
observation you of course examine the child's 
heart, lungs, etc., and then look to Jjie local con¬ 
dition of the skin. That is a point in the case of 
children who have been wearing trusses ; there is 
sometimes eczematous dermatitis over the area to 
be operated upon due to the irritation of the truss, 
and this should be given time to settle down. 
Notice whether the child has phimosis or worms ; 
also whether there is any gastro intestinal dis¬ 
turbance. In the summer especially it is very 
important that you should notice the condition of 
the gastro intestinal tract, whether the child is 
suffering from diarrhoea, or is very constipated. 
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And, of course, the bowels must be regulated 
before any operation is thought of. 

Next with regard to the throat. You should 
notice whether the child has any little focus of 
septic absorption or respiratory obstruction, such 
as enlarged adenoids or tonsils, also whether there 
is anything to make you suspect that it is the 
subject of the so-called status epilepticus, which, 
fortunately, we have not met with at the hospital I 
speak of. Another point is to notice whether there 
is any such septic infection as that of whitlow in 
the finger or a pustular eczema. Lastly, inquire 
into any question of recent illness. You will think 
of measles, scarlet fever and broncho-pneumonia. 
You have had your patient under observation and 
have overhauled him, and meanwhile you have been 
able to ascertain the general condition of the child. 

As regards the local preparation for operation, 
we invariably now carry out the iodine method. 
The child has its bath in the ordinary way the night 
before, and is left without anything special cover¬ 
ing it; it is just left comfortable. If we intend 
doing the operation at nine in the morning, at seven 
o’clock the skin, which must be dry—note that 
specially—is painted over with 2 per cent, solu¬ 
tion of iodine in rectified spirit. Remember it 
must be rectified spirit; if you use methylated spirit 
you will not forget it. That is repeated when the 
child is under the anaesthetic and just before the 
incision is made. It is important that you should 
have somebody who has some skill in giving anaes¬ 
thetics, because children are very susceptible to 
over dose, and it is much simpler and better for the 
surgeon if he has not to worry about the patient 
taking the anaesthetic. 

Another point is that it is wise to keep the child 
warm, and in the case of children, especially if they 
are rather delicate, wrap the limbs and body in a 
little cotton-wool. With regard to the speed of the 
operation, there is no doubt that, other things being 
equal, you do not want to waste time while engaged 
on the operation. It is most unfair, after the child 
is under, to begin talking about the weather or 
passing remarks to anybody who may be standing 
by. The real duration of the operation dates from 
the time the anaesthetic has been begun, and not 
from the time the first incision has been made into 
the skin. Anaesthetists make a point of that, and 
I think they are right. 

With regard to the anatomy of hernia, most of 


' you know that for practical purposes the question 
of layers of fasciae is of very little importance, but 
| you will find that you will meet with two kinds of 
j hernia—the congenital, and the infantile. The 
infantile is of interest because you have three ana¬ 
tomical varieties, and you can sometimes demon¬ 
strate them with ease. As shown in the diagrams, 

! in the infantile hernia there may be one, two, or 
even three layers of peritoneum in front of the 
hernia. 

With regard to the question of incision, you 
1 seldom need an incision more than one and a half 
' to two inches long. I always feel through the skin 
; for the little openirig of the external ring. The 
highest point of that ring is the lowest point of my 
incision. If you press through the skin of a child 
you can nearly always find the highest point of the 
ring, and I make my incision half to three quarters 
I of an inch above Poupart’s ligament, according to 
| the size of the child. I go through the skin and 
superficial fascia on to the external oblique and 
those inter-columnar fibres. I am describing to 
1 you what I do myself. Next I invariably make a 
little nick in the external oblique and pass down 
a director beneath the fascia derived from the 
external oblique and divide this, and with it about 
[ half an inch of external oblique, which I hold with 
a clip. Next one comes to the fibres of the in- 
| terpal oblique and the cremasteric muscle which 
: is divided. Then I bring up the whole of the 
1 cord with the remaining covering, that is to say 
j that derived from the transversalis fascia. I bring 
! the cord up in a loop with the finger and some- 
j times you can see the sac shining definitely. But 
I if you obtain hold of that with clips you find where 
j the cord is. Gently cut along in front of the cord, 
pulling the veins downwards, and discover the 
position of the vas. The vas you will find running 
down behind. And you must be careful in deal¬ 
ing with the vas in a child nine months to three 
years of age because it is very delicate. And 
I find it best to move the knife carefully down 
.each side of the vas, and with a director gently 
separate it right away up to the internalnng. The 
great advantage in making the slit into the external 
oblique is that you can go very high up. Separate 
your sac completely and then of course you open 
it. Never ligature the hernial sac without open¬ 
ing it. As a rule the sac contains nothing, but of 
course it may contain omentum and there may be 
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in it some small intestine, caecum, ovary, tube, 
bladder, and I have seen even a bit of liver in it. I 
You have the sac pulled up by your assistant, that j 
is to say the sac is now separated from the cord, 
and it is pulled definitely up, and you introduce 
your own finger and keep a little tension on it and 
allow the assistant to tie round with catgut. He 
should tie it over the top of your finger, so that 
you may be sure there is nothing in it besides your 
finger, and then you should cut off the sac half an 
inch below the ligature. The stump should slip j 
upwards and towards the peritoneal cavity. There ' 
again comes in the advantage of that little cut in 1 
the external oblique for it enables you to tie the 
sac high up. Some surgeons do not interfere 
with the canal at all. I generally put one or 
two sutures between the conjoint tendon and 
Poupart’s ligament. Everybody likes their own 
particular sutures. The three commonest used 
are silk, silkworm-gut, and kangaroo tendon. I 
use silkworm-gut, because if you boil it thoroughly 
it is easy to work with, and I think it is not so ! 
likely to come away as silk. Kangaroo tendon is 
a useful suture, but you cannot be so sure of j 
having it sterile. But there is one thing about [ 
kangaroo tendon—that if it settles down it seldom 1 
gives trouble afterwards. In connection with silk¬ 
worm-gut I had an interesting case, where a child i 
I had operated upon three years before came to 
see me with a little tumour on the inside of 
the thigh. We did not know what it was, so we ( 
operated to see, and it turned out to be a silkworm- 
gut ligature which had travelled away from the 
radical cure into the thigh, like a pin might travel. : 
It is the only disadvantage I have known. If the 
opening is at all large you may find it necessary to 
put in these ligatures between the conjoint tendon 
and Poupart’s ligament. It is wise to take your 
ligature through just the upper half of Poupart’s 
ligament. You may put it round Poupart’s liga- j 
ment, but there is one danger in connection with j 
that. It is very rare, but I have seen it occur, j 
namely, where, after operation for inguinal hernia, J 
a year or two afterwards, a femoral hernia has j 
appeared. I think this is due to the fact that you j 
have by your ligature pulled up Poupart’s ligament 
and made the crural ring larger. We had a very I 
interesting case at the examinations at Cambridge 
last December, that of a boy who had a double 
operation for radical cure of inguinal hernia, and a 


year or two afterwards developed femoral hernice. 
Do not tie your ligatures too tightly, and do not 
pull Poupart’s ligament out of the way if you can 
help it. 

With regard to dressings, many surgeons do not 
dress these wounds at all; they simply put on a little 
2 per cent, solution of iodine after sewing up the 
skin wound. Personally I always dress in the 
ordinary way. The sisters and nurses in children’s 
hospitals are very good at preventing dressings 
being soiled. The stitches we generally take out 
about the sixth day. 

What are the complications which you are likely 
to meet with in this condition ? If you have been 
careful to keep the child under observation, and 
overhaul it in the ordinary way which I have men¬ 
tioned, it is astonishing how few complications you 
will meet with in these cases. You may be troubled 
with excess of vomiting, but that is very rare unless 
you have had the contents of the sac adherent, or 
you have had to pull the parts about a good deal 
to separate the sac from the cord. Swelling of the 
scrotum is not at all uncommon ; there is some 
oedema of the scrotum due to the way in which 
you have had to deal with the parts—separating 
the sac from the cord. Retention of urine we 
have found very rare in children. In adults it 
occurs in quite a definite number of the patients 
after this operation. So if you have to drive twenty 
miles to see a patient within ten or twenty hours 
after this operation you will always take a catheter 
with you. We had forty cases last year and none 
of them suffered from retention of urine. 

With regard to sepsis of course even the surgeon 
is fallible, and in spite of all precautions you have 
to consider the possibility of sepsis occurring. You 
have to think of yourself, your assistant, your 
nurses, and the dressings, the towels, the swabs, the 
instruments, the ligatures, the skin of the patient. 

Therefore it is not surprising that a certain per¬ 
centage of cases develop sepsis. But we have been 
operating on this condition at the Waterloo Road 
Children’s Hospital for seven years next July with¬ 
out having had a single death from the operation. 

The after-treatment is very simple : To keep the 
parts clean, to keep the child lying on its back, and 
if necessary to have a little shoulder band across 
the chest with the arms going through to keep it 
lying on its back. After the first twenty-four hours 
these patients have the usual children’s diet. I 
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always keep them in bed for three weeks. If the 
neck of the hernia has been very large I keep the 
patient in bed longer. 

That is all very interesting to us, but now we 
come to* the point which interests parents and the 
patients themselves, namely, the question of the 
results. There is no doubt that the results are 
extremely good. I will not give you actual figures, 
because I cannot, for the reason that we find it 
so difficult to follow the cases up. One likes to 
see them five or six years after the operation; 
meanwhile probably the parents have left the 
neighbourhood, or other things have happened and 
you cannot find them. So the figures in that way 
would be misleading. From the cases we have seen 
and followed up it is somewhere near 90 per cent. 
I do not put these as accurate statistics because I 
have only been able to follow up some 27 per 
cent, of my cases. But it is a good operation, and 
it is one which produces much better results if done 
in early childhood than if done when the individual 
has finished giDwing, or just before he is going to 
undertake hard manual work. So I never have 
hesitation in recommending this operation to all 
hospital patients, in fact to those in private also, as 
a thoroughly sound operation, and I think it is 
proved so by the fact that it has become so popular. 
We have always more children wanting the operation 
than we can take in. 

April 1st . 1912. 


Hernia of the Umbilical Cord.— Hannes 
states that children almost invariably perish as a 
result of this malformation. Death usually occurs 
durjng the first week from peritonitis. The author 
therefore attempted to save the patient by a 
radical operation. The condition was recognised 
ten hours after delivery. The stump of the cord 
had become transformed into a tumour the size of 
a goose egg. At the insertion was a small defect 
of skin, through which the amnion was visible. 
Beneath the latter lay the intestine. The tissues 
down to the peritoneum were dissected off and the 
latter cautiously incised and extirpated in the area 
of the rupture. The hernial ring was enlarged, 
the intestines replaced, and the opening well 
sutured. Convalescence was smooth. The five 
children operated upon did not all survive ; in one 
case of two which ended in death the operation > 
could not be accused at all. One child died of 
asphyxia, and three of the children are still living. 
— Med. Rec ., vol. lxxxi, No. 2. 


CARDIAC DISEASE IN CHILDREN. 

By R. O. MOON, M.D.Oxon., F.R.C.P., 
Assistant Physician, Royal Waterloo Hospital. 


This is so large a subject that even omitting all 
reference to congenital disease of the heart, which 
I find it necessary to do, I can still only deal with 
some of the more important aspects of cardiac 
disease in children within the limits of a single 
lecture. In children heart disease presents many 
differences from the same affection in adults, so 
that it is worth while considering it separately. 
Then, too, the early recognition of a cardiac lesion 
in childhood, together with its careful and judicious 
treatment, may go far to minimise some of the 
worst aspects of heart disease as we know it in 
later life. In children the causation of heart 
disease is much simplified by the fact that it is 
unnecessary to consider all those degenerative 
changes of the myocardium, valves and coronary 
arteries comprehended under the term “ arterio¬ 
sclerosis ” which are such grave features of heart 
disease in later life. For in childhood cardiac 
disease is the result of inflammation and not of 
degeneration, the vast majority of cases which 
present themselves to us being the result of an 
acute or subacute endocarditis. 

^Etiology '.—we all know, by far the most 
common cause of this endocarditis is rheuma¬ 
tism in one form or another, and the failure to 
recognise early heart lesions in children is mainly 
due to our failing to recognise rheumatism. For 
rheumatism in children presents itself in subtle 
and insidious ways ; we must not expect by any 
means always to find much swelling and pain of 
the joints ; quite as often we must be prepared to 
diagnose rheumatism from such Symptoms as the 
following : 

(1) Pains, not in the joints, but in the muscles 
and tendons, for the main stress of the rheumatic 
infection may fall on the fibrous and muscular 
tissues ; very commonly affected are the tendons 
of the hamstring muscles, causing stiffness and 
pain on movement, so that clinically the case may 
present itself as an awkwardness of the gait, and we 
may imagine that there is some disease of the 
knee-joint, or the pains may be chiefly in the side, 
the rheumatism affecting the intercostal muscles, 
and one thinks of pleurisy. 
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(2) Pains in the muscles at the back of the 
neck, so that stiff-neck may be a sign of rheuma¬ 
tism. 

(3) Tonsillitis , when of rheumatic origin, cannot j 
be said to have any characteristic appearance, but 
the inflammation is not confined to the tonsils, 
but is apt to involve the tendons of the muscles— ■ 
tensor palati and levator palati—as it is the fibrous j 
rather than the adenoid tissues which are affected ; 
rheumatic tonsillitis is also associated with quinsy. | 

(4) Erythema nodosum. 

(5) The rheumatic nodule, which is not only • 
absolutely diagnostic of rheumatism, but histolo- ( 
gically is very similar to the vegetations on the 
valves of the heart in a case of endocarditis, and 
has a most serious significance as regards the prog- ! 
nosis of the cardiac condition. The late Dr. j 
Cheadle went so far as to say that endocarditis was 
not so much a complication of rheumatism as a 
manifestation of the disease, and sometimes the 
first and only one. 

Other causes of endocarditis in children are 
chorea, which is closely connected with rheumatism 
and scarlet fever, which often has multiple syno¬ 
vitis as a complication, and this is believed by 
many to be a rheumatic manifestation. But in 
fact, any acute specific fever may give rise to in¬ 
flammation of the endocardium, and I have myself 
seen such a condition arising in the course of 
mumps. 

Diagnosis presents no great difficulty if only 
the heart is examined. If you have any reason to 
think the case is rheumatic you would naturally do 
this^but it is a good rule in all febrile diseases in a 
child to examine the heart, for by no other means 
can one be sure whether the endocardium has or has 
not been affected. In the case of adults it may be 
that we use the stethoscope too much, not paying 
sufficient attention to other methods of physical 
examination and to the symptoms, but in children 
we perhaps use it too little ; for the fact is, in cases , 
of acute endocarditis the evidence of the heart | 
being affected is first supplied by the stethoscope. 
The earliest sign of damage to the heart as 1 
evidenced by the stethoscope is a slight roughen¬ 
ing of the first sound, which gradually becomes 
more impure and finally tails off into a definite 
systolic murmur at the apex, with perhaps later on 
some accentuation of the pulmonary second sound 
showing increased pressure in the pulmonary cir¬ 


culation. More rarely we may notice a reduplica¬ 
tion of the second sound at the apex. Now y 
without the stethoscope we should have much 
difficulty in detecting the early stages of endo¬ 
carditis ; there would be no other evidence afforded 
beyond perhaps some rise of temperature and a 
little quickening of the pulse, w’hich would 
certainly be too indefinite to enable us to draw 
any conclusion as to the condition of the heart. 
Percussion affords us fewer positive signs than 
auscultation in the acute endocarditis of children, 
because an increase in the heart dulness may not 
be shown with certainty clinically for a long time, 
and may be absent during the entire course of the 
disease in those cases which end in recovery. The 
increase in the size of the right side of the heart, 
which appears rapidly in the endocarditis of adults, 
may be absent for a long time in the endocarditis 
of children. Often, therefore, it happens that 
from want of proper examination of the heart in 
obscure febrile attacks a lesion of the heart will 
pass unnoticed till a serious amount of dilatation 
has developed, together with shortness of breath, 
palpitation, irregular pulse and cough which arrest 
the attention of the least observant. 

Where there is little doubt that the heart has 
been organically damaged it is impossible to insist 
too strongly on the importance of rest, so as to give 
time for the necessary compensatory hypertrophy to 
develop. There should certainly be no attempt to 
walk for at least a couple of months, and six 
months should elapse before there is any idea of 
the child resuming its normal life. It is important 
for the bowels to be kept well open, so as to avoid 
any straining, and for the diet to be simple and not 
sudh as to overload the stomach and so stimulate 
the circulation overmuch. Sleep is an important 
means of resting the heart, and careful attention 
should be paid to procuring it. The prognosis as 
to the future condition of the heart in a case of 
acute endocarditis is most difficult; my own 
impression is that when the cause is rheumatic, and 
when there is a strong rheumatic family history, 
the damage to the heart will generally be per¬ 
manent, although by cautious treatment the 
strength of the heart may be so husbanded that 
full compensation is easily maintained for a very 
long time. On the other hand, the endocarditis 
arising in connection with scarlet fever and other 
specific fevers does quite often clear up altogether. 




The Clinical Journal. ] 


DR. MOON. 


[April 3, 1912. 407 


In the case of chorea, too, while many patients 
develop a systolic murmur at the apex in the 
course of the disease, the said murmur not 
infrequently disappears after a few months, or it 
may be a year or two. 

I recall the case of a boy who had chorea at the 
age of twelve years, and was left with obvious 
signs of mitral regurgitation ; he also suffered from 
pains in the left side and used to go blue after 
exertion. A year later he was free from any 
morbid symptoms, but the physical signs persisted. 

I saw him again three years later when he was 
about to go to Canada ; he was then a healthy-look- 
ing young fellow, and the heart-sounds were j 
perfectly normal. 

Even when these murmurs remain permanent 
we need not necessarily take a pessimistic view of 
the future, for there may be very little appreciable 
enlargement of the heart, as evidenced by a change 
in the position of the apex-beat, and a systolic 
murmur at the apex, persisting indefinitely, may 
probably be due to some roughening of the surface 
of the mitral valve, which* none the less, remains 
perfectly competent to perform its functiohs. 

Functional systolic murmurs are more common 
in children than in adults, they are more irregular 
than organic murmurs, and their character is 
readily altered by posture. 

Rheumatism in children attacks the myocardium 
and pericardium with much greater frequency than 
in adults, and it is to the myocarditis and peri¬ 
carditis, which we cannot stop to discuss to-day, 
that a fatal result must so often be attributed in 
children by acute dilatation, and not to the endo¬ 
carditis, which gives rise to the permanent and 
chronic heart weakness. 

We will now turn to those cases in which the 
disease of the heart is definitely and permanently 
established, so that nothing that we can do will 
alter the fact of the lesion. 

With regard to diagnosis, the first thing to 
realise is that children with heart disease so often 
present no obvious cardiac symptoms at all. The 
subjective symptoms of cardiac incompetence, such 
as feelings of oppression, painful palpitations, and 
sharp pains in the cardiac regions, so common in 
adults, are comparatively unusual in children. 
When there is pain in the prascordial region it 
often blends with the general rheumatic pains, 
which so frequently exist at the same time. Often 


a child is brought up to the hospital because it is 
tired and languid, rather pale, and perhaps has a 
cough, so that the mother and friends are firmly 
convinced that it has consumption. An exami¬ 
nation of the chest, however, will at once reveal 
quite definite cardiac insufficiency together with, it 
may be, considerable enlargement of the heart. 
Over and over again a mother brings her child to 
the hospital volunteering nothing more precise 
than that the child “ is run down and has head¬ 
aches”; beyond seeming rather thin and anaemic, 
there will be nothing very obvious till we examine 
the chest, when evidence of heart disease is often 
at once forthcoming. 

I have notes of a case of a boy (aet. 10 years) 
brought up for wasting, but with no definite 
symptoms of cardiac disease; examination, how¬ 
ever, of the chest showed most obvious signs of 
aortic regurgitation and stenosis. He had had 
rheumatic fever two months previously, and been 
kept in bed for three weeks, whereas he ought to 
have remained there for a couple of months. 

In another case of a boy, aet. 8'years, with aortic 
j disease which had followed acute rheumatism, 
there were no symptoms at the time; he was only 
I brought up for an opinion. I have seen him two 
or three times in the last six years ; the compen¬ 
sation of the heart has continued to be good, and 
he has been able to attend regularly an ordinary 
school. 

There is no difficulty about the diagnosis, pro¬ 
vided we make a rule of always examining the 
hearts of children who are brought to us for 
indefinite symptoms, pointing to malnutrition. For 
the fact is that the heart, when affected in children, 
tends to produce a condition of malnutrition and 
wastingwhich is not often seen in adults; thi&isquite 
generally realised in the case of congenital heart 
| disease, but is not so well known in connection with 
an acquired cardiac lesion. Of course, when the 
case comes before us with obvious cardiac symp- 
; toms, such as shortness of breath, periodical pain 
I and attacks of palpitation, which are less frequent 
| than in the case of adults, there is no excuse for 
not making the diagnosis. Other common symp¬ 
toms of chronic valvular disease in children are 
headache, cough and epistaxis. 

Physical examination will often show considerable 
enlargement of the heart and a bulging of the 
; pnecordium, which is made possible by the yielding 
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character of the chest-wall in early life, and may be 
so marked as to cause a deformity of the chest, the 
impulse being forcible and heaving over a larger 
space than normal. The most common lesion in 
children is mitral regurgitation as evidenced by a 
loud blowing systolic murmur at the apex, audible 
at the angle of the scapula ; later there will be also 
an accentuated second sound in the pulmonary 
area, which is the first, and it may be the only, sign 
of any backward pressure upon the right side of 
the heart. Mitral stenosis is far less common, and 
in my opinion it is rare to hear a presystolic mur¬ 
mur in a child under ten. This may be partly 
owing to the fact that mitral stenosis, being due to 
the slow contraction of the fibrous tissue of the 
valves, takes some time to develop, and also to the 
fact that the left auricle in young subjects does not 
contract with sufficient force to give rise to the 
auriculo-systolic, or what is more usually called 
the presystolic murmur. Without this murmur, 
however, we may find evidence in children of mitral 
stenosis taking the form of a mid-diastolic murmur 
at the apex, or a re-duplicated second sound at 
the apex. These signs, if carefully followed up, 
will often be found to give place to a presystolic 
murmur after puberty. 

The aortic valves in children are far less often 
affected than the mitral, and when the lesion takes 
the form of pure stenosis we meet with fewer 
symptoms, as this lesion admits of the most perfect 
compensation. In the case of regurgitation, 
which is much more common than stenosis, the 
characteristic pallor and water-hammer pulse, so 
noticeable in adults, are often absent in children. 
This lesion is often combined with disease of the 
mitral valve, not, as in adults, owing to the mitral 
valve giving way from the increased pressure in the 
left ventricle, but owing to both valves being 
affected by the rheumatic infection. 

Prognosis depends on a great variety of factors. 
As in the adult, so in the child, the lesions of 
mitral regurgitation. and aortic obstruction have 
cateris paribus , a more favourable outlook than 
mitral stenosis or aortic incompetence, but in 
making a prognosis we must be guided less by the 
particular valve which is affected and by the special 
character of the murmur, and more by the amount 
of hypertrophy or dilatation of the heart. In the 
case of children there is the favourable factor that 
nearly all the cases of heart disease are the result 


of endocarditis and not of slow degenerative pro¬ 
cesses in the myocardium or coronary arteries. On 
the other hand, rapid dilatation of the heart may 
occur more readily in children than in adults, 
because the muscular walls of the heart in the 
former are less resistant; then, too, if the general 
nutrition is poor during the period of most rapid 
growth, this tells seriously on the heart and dilata¬ 
tion progresses rapidly ; speaking generally, the 
heart of a child is nwich more affected than that of 
an adult by unhygienic surroundings, poor food, 
and general malnutrition, so that our prognosis will 
be much influenced by the conditions in which the 
child has to live. Then, too, in childhood the 
heart has to endure a greater strain than in later 
life, because it has to provide for the growth of the 
body as well as for its constant needs. Again, 
there is always the danger of intercurrent attacks 
of rheumatism or one of the specific fevers, es¬ 
pecially pertussis, diphtheria, pneumonia, and 
scarlet fever, to which children are more liable than 
adults, and any one of which may cause further 
damage to the heart. Pericarditis, which we are 
not discussing to-day, is much more common in 
children than in adults; apart from any immediate 
danger which it may cause, extensive pericardial 
adhesions are often left behind, which.may seriously 
impede the action of the heart, and greatly increase 
the tendency to dilatation. 

Few children die from chronic valvular disease 
before reaching the age of fourteen and sudden 
death is rare. Hemiplegia, however, from cerebral 
embolism is by no means uncommon. Puberty 
with the extra strain which is put upon the heart 
is the period to which we must look forward with 
some anxiety ; often cases which have done well 
up to that time begin to lose ground rapidly. 
Children whose hearts are seriously affected in very 
early life, /. e. between the ages of four and eight, 
are likely to come through puberty badly, and 
altogether the outlook for them is ultimately bad ; 
those who are affected somewhat later, i.e. from 
eight to fourteen, are likely to do very much better. 
When the heart is well compensated and there is 
no reason for the child undertaking unnecessary 
exertion the outlook is fairly good. 

Here is a case of a boy, set. io years, who 
came up to the hospital with the history* of having 
been subject to fainting attacks, “ often feeling 
tired and languid and going pale ” for the preceding 
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eighteen months. Beyond having had measles at 
the age of four, there was no history of any other 
illness. There was a heaving impulse in the sixth 
space external to the nipple line, with obvious 
signs of aortic regurgitation and stenosis ; at limes 
he was short of breath and suffered from sharp , 
pains in the left side. I saw him four years later 
and found that he was quite free from cardiac 
symptoms and had attended school regularly for 
the last three years, but there was no change in the 
physical signs. Family history is always, in my 
opinion, most valuable in estimating the outlook 
in heart cases, as it is also in the case of disease 
of the lungs or nervous system ; much also can be 
done by judicious treatment, more than is possible 
in adults perhaps, because we have more control 
over children. 

Treatment .—In cases with chronic valvular dis¬ 
ease which is well compensated, one does not so 
much require treatment as guidance. Plenty of 
fresh air, good food and hygienic surroundings are of 
the first importance. Special care should be taken 
to guard against a fresh attack of rheumatism ; the 
child should have woollen clothing next its skin, 
and not go out too readily in cold damp weather. 
Where it is possible to choose a climate, one should 
select a dry and bracing place with plenty of sun¬ 
shine and a house on gravel soil with a southerly ! 
aspect. ! 

Diet .—The meals should be small, and in par- | 
ticular all excess of starchy foods and sweets must 
be avoided, which so readily give rise to flatulence 
and acidity ; there is no objection to nitrogenous 
food being taken by children in ordinary quan¬ 
tities. 

Exercise in moderation is undoubtedly good, 
but certain forms of it must be absolutely for¬ 
bidden ; thus swimming, and games which involve 
much running, such as football, also racquets and 
boxing, must be ruled out; nor is the element of 
competition to be permitted, for that always 
implies drawing upon the heart’s reserve power. 
On the other hand, there is no objection to 
bicycling, if the patient will walk up the hills ; 
riding, rowing, skating and also cricket are all per¬ 
missible in moderation. It is often well, in my 
opinion, even for those cases of compensated heart 
lesions, to lie down for half an hour every day. 
With the first sign of failing compensation as shown 
by shortness of breath, palpitation of the heart or 


pulmonary congestion, then rest becomes impera¬ 
tive ; it need not, perhaps, be absolute, but it will 
certainly mean lying down for the larger part of the 
day. It may then be necessary to employ specific 
heart tonics, children taking digitalis very well; often 
this is suitably combined with an aperient, and a 
useful prescription of Dr. Eustace Smith’s is : Inf. 
digitalis, inf. sennae, inf. calumbae, 5j aa t.d.s. for a 
child of ten years. 

At the same time I have generally found in 
these early stages of failing compensation that small 
doses of arsenic and iron act extremely well. 
When compensation has completely broken down 
with pulmonary oedema and ascites then there is 
no material difference in the treatment of a child 
and an adult. On the whole dropsy is not so 
| common in children as in adults; on the other 
j hand, the liver is more affected than other organs, 
and one seldom fails to observe in it symptoms of 
cardiac congestion in the majority of cases. 

Special caution must be observed as the time 
of puberty approaches ; in particular one must 
be careful to prevent over-pressure at schools, and 
it is advisable that no serious employment should 
be engaged in till well after puberty is passed. 

April 1 st , 1912. 


Measles. —Rohmer’s experience with an epi¬ 
demic of measles at the Cologne children’s clinic 
demonstrated that healthy carriers kept up the 
contagion, so that isolation in an institution does 
not guarantee against infection of other inmates. 
Other facts observed indicate that the stage of the 
eruption is contagious to the last traces of the 
exanthem, but after desquamation begins there is 
no further contagion. The incubation stage is not 
free from manifestations ; the temperature will often 
reveal that something is wrong before the catarrhal 
stage is reached. The average in fifty-five cases, 
known to be free from fever beforehand, was fever 
in six days before the eruption in 10 per cent. ; 
five days in 30 per cent., and four days in 37 
per cent.; three days in 30 per cent., preceding 
the appearance of Koplik’s spots by from one to 
three days. Infection occurred in two cases five 
and six days before the eruption, but generally not 
before the second or third day. In two cases the 
exanthem did not develop until sixteen days after 
the contact.— Journ. A.M.A ., vol. lviii, Nb. 9. 
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DILATATION OF THE BRONCHIAL 
TUBES IN CHILDREN. 

By THEODORE FISHER, M.D., F.R.C.P., 

Assistant Physician to the East London Hospital 
for Children. 

At the present time, when much attention is being 
directed towards the possibility of the existence of 
tuberculosis in the lungs of children, a few remarks 
upon the commonest form of chronic disease of the 
lungs in children, and one which is, no doubt, fre¬ 
quently mistaken for chronic tuberculosis, may not 
be without interest. 

When I speak of the commonest form of chronic 
disease of the lungs in children, disease in which 
organic lesions are present is referred to. Recur¬ 
rent bronchitis in some children presents such a 
rapid succession of attacks over a period of many 
years as- to merit the name of a chronic disease. 
Much more frequently, however, the attacks of 
bronchitis are short, and separated by an interval of 
a month, two months, or longer. Yet it seems to 
me that not uncommonly when recurrent bronchitis, 
even in a comparatively mild form, occurs in a 
delicate child a diagnosis of tuberculosis of the 
lungs is made. 

It is, however, to a condition in which definite 
lesions are found after death that it is desired 
especially to draw attention, /. e. to dilatation of 
the bronchial tubes. There are various grades 
of this affection. In very well marked cases the 
signs and symptoms may be definite and the 
child a chronic invalid ; in others, although there 
are physical signs cf extensive affection of the lung, 
the child may appear to be in thoroughly good 
health. In others, again, judged by the evidence 
of physical signs, the dilatation of the bronchial 
tubes is slight, yet there is a chronic cough. 

Interesting, and not unimportant in connection 
with diagnosis, is the question of causation. In 
association with broncho pneumonia, acute wide¬ 
spread dilatation of the bronchial tubes is occasion¬ 
ally seen. So wide-spread may this dilatation be 
that the dilated terminal bronchioles thickly scat¬ 
tered under the pleural surface of the lungs look, 
at first sight, like the .tubercles of miliary tuber¬ 
culosis. Yet such appearances are sufficiently un¬ 
common to be more a pathological curiosity than 


of great clinical importance. There is, however, a 
variety of broncho-pneumonia in which it is my 
belief that various degrees of dilatation of the 
bronchial tubes are very common. This is the 
variety w’hich frequently complicates measles. 
Dilatation of bronchial tubes as a sequel of measles 
is probably much more common than acute or sub¬ 
acute tuberculosis of the lungs. It is stated in text¬ 
books that tuberculosis frequently follows measles. 
The broncho pneumonia of measles, like the bron¬ 
cho-pneumonia of diphtheria or even inflammations 
outside the lung within the chest, such as rheu- 



Fig. i.— Dilatation of the bronchial tubes associated with 
the broncho-pneumonia of measles. 

matic pericarditis, may cause dissemination of 
tubercle bacilli present in caseous bronchial or 
mediastinal glands, but it does not appear to me 
that measles predisposes to tuberculosis in any 
other way. Combined post-mortem and clinical 
experience lead me to believe that the broncho¬ 
pneumonia which may be associated with measles 
is much more frequently followed by dilatation of 
the bronchial tubes than by tuberculosis.* Ten 

* By tuberculosis here is more particularly meant acute 
and subacute tuberculosis of the lungs. If tuberculosis ot 
the lungs follows measles it is rapidly fatal. Chronic 
tuberculosis of the lungs in children, however it may have 
arisen, I hold to be a rare disease. 
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years ago I published the records of several cases 
of dilatation of bronchial tubes following measles 
in the 4 Lancet/* and since then I have met with 
numerous others. 

Fig. 1 represents a section of the right lung of 
a boy, jet. 1 year, who died four months after the 
onset of measles. It will be noticed that dilated 
bronchial tubes are widely scattered through the 
lung. The clinical history of a case at a later 
period of life in which dilatation of the bronchial 
tubes was present may be of interest. In a boy, 
jet. 14 years, I found extensive dilatation of the 
bronchial tubes in the lower lobes of both lungs. 
Anxious to learn something of the history of the 
boy I visited the home of his parents. The boy 
was said to have had cough for nine years. In 
answer to a query as to whether he had suffered 
from measles, I received the answer, “Yes, five 
times/’ This answer appeared to be true. The 
first attack was at the age of three, the second at 
the age of four, when measles was in the house of 
friends, a third attack at the age of seven, when 
one sister had measles, a fourth when two other 
sisters had the disease, and a fifth when an epi¬ 
demic was present in the neighbourhood. This case 
is mentioned more on account of the curious 
frequency of the attacks of measles, than as 
evidence of the association of measles with dilata¬ 
tion of the bronchial tubes. Without, however, 
inquiring for a history of measles, when the parent 
of a child suffering from dilatation of the bronchial 
tubes is asked how long the cough has been present, 
the answer will frequently be given, “ Ever since 
he had the measles.” 

• It is not intended to suggest that these observa¬ 
tions are new. Measles and whooping-cough are 
mentioned in the text-books as causes of dilatation 
of the bronchial tubes. I merely wish to lay stress 
upon the view that dilatation of the bronchial 
tubes after measles is much more common than is 
generally considered to be the case. At the same 
time it may be mentioned that the part played by 
whooping-cough in producing dilatation of the 
bronchial tubes does not appear to me to be great. 

Some other causes of dilatation of the bronchial 
tubes may be referred to. Amongst these is the 
presence of a foreign body in a bronchus. The 
foreign body may be of such a nature that it can 
become disintegrated, or it may, after lodging in 
the bronchus for a time, be coughed up. Although 
the foreign body may eventually disappear in either 


of these ways, it may have remained sufficiently 
long in the bronchus to have set up inflammation 
of the lung. The inflammation may cause dilata¬ 
tion of the bronchial tubes. I have seen extensive 
dilatation in a case fatal more than a year after the 
entrance of a foreign body into a bronchus, which 
foreign body had, however, disappeared at the time 
of death. In the case from which the illustration 
(Fig. 2) was taken, death occurred at a much earlier 
period. Some dilatation of the bronchial.tubes is, 
however, present. A history suggesting the presence 
of a foreign body is often difficult to obtain. In 
this case after the discovery of the foreign body 
by post-mortem examination the parents could 
give me no idea as to how or when it entered. But 
at the inquest which was held it turned out that 
the child (which was xt. 1 year and 9 months) had 
three months before paid a visit to her grand- 



FlG. 2.— Foreign body in a bronchus, with consequent 
pneumonia and dilatation of bronchial tubes. 

mother’s. When eating monkey-nuts she had been 
seized with violent cough, and the illness had dated 
from that time. In another case it was only after 
careful inquiry that similar details occurring at the 
onset of the illness in a child were remembered by 
the parents. The difficulty of obtaining a reliable 
history with regard to the possibility of a foreign 
body in a bronchus renders it probable that this 
cause for dilatation of the bronchial tubes may be 
more common than at first appears. 

A cause of dilatation of the bronchial tubes „ 
which is frequently mentioned, in my experience, 
cannot be described as common. This is pressure 
caused by the presence of enlarged, caseous bron¬ 
chial glands. Fig. 3 is an illustration from such a 
case, which, however, must be looked upon more 
I as a pathological rarity than as a noteworthy type 
of dilatation of bronchial tubes. One other illus¬ 
tration is given (Fig. 4). It is from a museum 
specimen of which the history has unfortunately 
been lost, but it is given because it shows how 
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extensively the lung may be affected. The causa¬ 
tion of the dilatation of the bronchial tubes in 
such a case we may suppose probably to have been 
the former presence of a foreign body in the 
bronchus. Yet, as Fig. i shows, in broncho-pneu¬ 
monia following measles dilatation of the bronchial 
tubes may be widespread throughout one lung. 

. In connection with the possibility of mistaking 
a case of dilated bronchial tubes for chronic tuber¬ 
culosis, the liability of dilatation of the bronchial 
tubes to be present at the apex as well as at the 


I children, in whom the presence of dilatation of the 
bronchial tubes is very evident, not ansemic, but 
they may be above the average in health and 
appearance. Cases of this character, needless to 
say, are in the minority. The greater number do 
not differ in aspect from children in ill-health due 
to various causes. It is the cases in which the 
signs of dilatation of the bronchial tubes are not 
very evident that are, perhaps, most likely to be 
| frequently mistaken for cases of tuberculosis, though 
1 the rarer cases of dilatation of bronchial tubes 


Fig. 3. —Enlarged caseous bronchial glands occasioning 
dilatation of bronchial tubes. 


Fig. 4. —Section of a lung showing wide-spread dilatation 
of the bronchial tubes, cause unknown. 


base of the lung should be remembered. Not 
only is this the case, but the dilatation of the 
bronchial tubes may be virtually limited to an upper 
lobe. To enter into the subject of symptoms and 
physical signs might make this paper too long, 
yet it may be mentioned that the physical signs 
are very varied. They may be so intense that the 
suspicion of the presence of a large cavity may be 
raised ; or nothing may be heard but an abnormally 
weak inspiratory murmur, with which are associated 
a few rales. It may be well to point out also that 
the typical puffy face and dirty complexion asso¬ 
ciated with clubbing of the fingers occurs only in a 
very small minority of cases. Not only are some 


limited to the apex of the lung may be extremely 
difficult of diagnosis. Rare though these last cases 
are, in my experience they are much more common 
in children than chronic tuberculosis of the lung.* 


* It may be interesting as a comment upon my con¬ 
tention that cases of dilatation of the bronchial tubes are 
frequently mistaken for tuberculosis, to mention that a few 
months ago I saw a boy, a:t. about 9 years, who had been 
considered by no fewer than five medical men to be 
suffering from chronic tuberculosis of the lungs. The 
condition appeared to me to be dilatation of the bronchial 
tubes. Since writing this paper I have heard that the boy 
has died and that post-mortem examination proved my 
view to be correct. 

April 1 st, 1912. 
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SURGICAL CASES IN CHILDREN.* 

By EDRED M. CORNER, B.S., M.C., F.R.C.S., 
Surgeon and Lecturer to the Children’s Hospital, Great 
Ormond Street, and to St. Thomas’s Hospital, etc. 


Cases i and 2 : Secondary appendicitis .—When 
people began first to take an interest in appendicitis 
it was thought that appendicitis was an entity and 
an end in itself, so that if they had the appendix re¬ 
moved there was the end of the trouble. But they 
soon found that in a number of cases after the 
appendix had been removed the patient did not get 
well and evidently something more was necessary. 
Appendicitis was not the sole complaint but one 
part, the most dangerous, of a symptom-complex. 
The first case that I bring before you to-day is one 
which exemplifies this. In speaking of such cases 
I do not refer to those in which the appendix has 
been removed by mistake, owing to confusion of 
some other condition with appendicitis in the dia¬ 
gnosis, as, for instance, the removal of the appendix 
in a case of movable kidney or pelvic trouble. In 
these instances the removal of the appendix was a 
mistake. In the cases I bring before you the appen¬ 
dix was removed, not owing to any mistake, but 
because it was one part or item of the trouble of 
which the patient complained, and, of course, the 
appendix, when once it becomes inflamed, is always 
liable to light up, and by perforation or gangrene to 
cause peritonitis. The appendix trouble is thus an 
item fraught with extreme danger to the patient, 
and one of which he complains, and thus the 
removal of the “item” is justified. 

I should like to point out very strongly, as I have 
pointed out here before, that appendicitis will be 
associated with chronic infective conditions of the 
alimentary canal. It is not often associated with 
acute infections. It is known to occur in typhoid 
fever, but not frequently. Chronic infective condi¬ 
tions of the alimentary canal, however, are extremely 
liable to cause appendicitis. Any chronic infective 
condition may affect the ileo-caecal region, and 
when the ileo-caecal region is affected the appendix 
will be affected also. The stomach and the caecum 
are to a great extent analogous in the process of 
digestion. Food remains in the stomach while it is 
prepared for its transit through the next segment 
of the alimentary canal, the small intestine ; and in 


the caecuifi food remains for some time preparatory 
| to its passage through the next segment of the 
alimentary canal, the colon. The small intestine has 
fluid contents and the large intestine has more or less 
solid. The pause or rest of the food stuffs which 
takes place in the stomach is in an acid medium in 
which organisms do not grow. In the caecum the 
medium is slightly alkaline and organisms do grow, 
with the result that they are ten thousand times more 
common in the caecum than in any other part of 
the alimentary canal. Now, organisms are always 
liable to cause trouble, hence we have a large 
amount of lymphoid tissue in the ileo-caecal region 
to “police” that region and look out for any 
offending organisms which tend to stray into *the 
walls of the bowel. The appendix region is highly 
stored with lymphoid tissue, its purpose being to 
supply leucocytes. All chronic infective conditions 
of the alimentary canal, therefore, are at their 
height in the ileo-caecal region, and the appendix 
| has to bear the brunt of the acute septic condition. 
Hence we find that in all chronic infective condi¬ 
tions of the alimentary canal we get complicating 
and secondary appendicitis. 

| The lad I bring before you, who is now eighteen 
! years of age, was operated on in July, 1904, when 
set. 11 1 years. He had suffered from pains in the 
abdomen, and the bowels were open three or four 
• times daily. In the abdomen, just to the left of 
' and below the umbilicus, was a tender globular 
! tumour, and there was some uncertainty as to its 
nature. The boy was taken into the Children’s 
Hospital, Great Ormond Street, and on operation 
I it was found that this smooth and movable globular 
tumour was due to caseous glands in the mesentery. 
These caseous glands were mainly under the left 
rectus, but they extended also towards the ileo-caecal 
region, so that there was practically no doubt in the 
| mind that these tuberculous mesenteric glands" were 
| due to tubercle bacilli absorbed from the ileo-caecal 
region. The lad is an example of what I have just 
been saying, that chronic infectjve conditions of the 
alimentary canal reach their superlative in the ileo- 
j caecal region. In his case tubercle bacilli were ab- 
I sorbed from that region and gave rise to tuberculous 
[ mesenteric glands. The operation was performed 
in 1904, and for some time afterwards the lad had 
pain and looseness of the bowels, with the discharge 
1 of a little blood and occasionally mucus, suggesting 
I that tuberculous enteritis remained. That has all 


* A Demonstration at the Polyclinic. 
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disappeared, however, and the lad has grown well 
and put on flesh and improved in every respect. 

My second case is another example of the associa¬ 
tion of appendicitis with other conditions. It is 
that of a little girl, aet. 10 years, who for three 
months previously had complained of frequency of 
micturition followed by a shooting pain in the right 
iliac fossa. The bowels were rather constipated. 
On examination practically nothing was to be 
found but tenderness in the right iliac fossa. The 
urine contained a large number of colon bacilli, so 
that there was practically no dcubt that her case 
was one of bacilluria—that is, infection of the 
urinary tract with colon bacilli. I may point out 
in parenthesis that if the urinary tract gets infected 
with colon bacilli there is every reason to suppose 
that the genital tract between them will be similarly 
infected, but so far little has been decided upon 
that point. 

Applying the knowledge that has been illustrated 
in the preceding case—namely, that the superlative 
infectivity of chronic infective conditions of the 
alimentary canal is in the ileo-csecal region—in 
beginning to treat this case we first of all removed 
the appendix. Thus one item, the most dangerous 
in the condition from which the child was suffering, 
was removed, and the first step was taken towards 
clearing up the case. After the appendix was re¬ 
moved the child was given urotropin and a vaccine 
made from her own organism. It is not a rapid 
process of cure and the colon bacilluria has only 
diminished slowly. One great reason for this slow 
diminution lies in the possibility that the child may 
be reinfected. There is no particular reason why 
she should not. Our idea as to the infection in 
these cases is that they are infected from below, 
from the anal region to the urethra, and that the 
jnfection then becomes an ascending one of the 
urinary tract. One never knows ; the child may 
be getting reinfected all the time she is receiving 
treatment. It will thus be understood why it is 
that these are troublesome and difficult cases to 
treat. The last culture from the urine gave a 
small growth of colon bacillus. The general health 
of the child is much improved. 

Case 3:. Tuberculous kidney . — My third case 
is a boy, ?et. 10 years, who came to the Children’s 
Hospital, Great Ormond Street, with a swelling in 
his left loin. The history is worth noting. The 
boy was at school until a week before he came 


to the hospital. He had been apparently quite 
healthy and had played with his fellows. Within a 
week he developed a pain in the left side and had 
difficulty in walking, but in spite of this difficulty 
he had plenty of energy. On examination one 
1 found a remarkable condition. There was rigidity 
of the spine, particularly marked in the lower 
dorsal and the upper lumbar regions, and on 
the left side of that rigid and tender spine there was 
a fluctuating swelling, obviously an abscess. It 
seemed most probable that the tender and rigid 
spinal column denoted disease of the vertebrae, 
probably caries, and the abscess was a spinal 
abscess resulting therefrom. The case was operated 
1 on and the abscess was opened. Under the 
idea that it was a spinal abscess of tuberculous 
character resulting from caries of the spine, the wall 
of the abscess was curetted. It was noted, how- 
ever, that the haemorrhage was freer than usual, 
indeed, to such an extent as to excite suspicion. 
The cavity of the abscess was examined with the 
finger and a disorganised kidney found. A 
nephrectomy was done. 

This boy, we must remember, had only been ill 
for a week, and one does not get a disorganised 
kidney in a week, so that the case illustrates the 
fact that we may have disorganised kidney in an 
apparently healthy child. When the urine was 
examined no albumen was discovered, nor was 
there a trace of anything which would indicate the 
presence of kidney disease. To paraphrase what I 
have just said, the case illustrates the fact that one 
can get disorganisation of the kidney substance 
without anything in the urine at all to indicate it. 
But what about the rigid and painful spine ? That 
becomes intelligible too. It was due to the fact 
I that the child had a painful abscess in his loin, and 
. therefore could not bend his back. The dis¬ 
organised kidney has now been removed and the 
j wound is nearly healed. 

j I have dwelt rather upon the various mistakes 
made in the diagnosis of this case. The treatment, 
of course, was obvious; we could not be wrong in 
that. But in the diagnosis we did get wrong, 
and that stumbling about in the diagnosis was not 
due to one or two men. The case went 
i first of all to the physicians’ side in the out-patient 
department. The physicians examined it, and 
1 then it was referred to the assistant surgeon’s 
side in the out-patient department. Afterwards 
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it was sent into the hospital. I suppose the j 
wrong diagnosis was the outcome of an examination 
of four or half a dozen people in the out-patient 
department, and of another four in the in-patient 
department. The mistakes were not due to care¬ 
lessness ^jn any way whatever, they were simply due 
to the misleading character of the case, and that is 
my excuse for bringing it before you. j 

Case 4: Re-excision of knee .—My next case , 
belongs to a class ^bout which we have learned a 
good deal during the last few years. Until the 
County Council began to appoint medical inspectors 
to schools, the surgeon and the medical profession 
generally were satisfied by the results obtained in | 
excisions of joints. After inspectors were appointed | 
and it became possible to study the results over a ! 
period of years the feeling of satisfaction was con- | 
siderably modified. Excisions of the elbow, for 
instance, were found to work out in a very disap¬ 
pointing fashion. Excisions of the shoulder were 
more satisfactory, although the arm was still stiff 
and disabled. Excisions of the hip were unsatisfac¬ 
tory and excisions of the knee furnished the greatest 
surprise of all. The results in the last case were 
very bad. With the knowledge acquired in this way j 
one has come more or less to the conclusion that 
the result of operation for excision of the knee is 
likely to differ widely according to the type of case, 
that is—(1) the growing subject, and (2) the non¬ 
growing subject. If the excision of the knee be 
carried out upon the non-growing subject, the idea 
that the cases are quite satisfactory is justifiable 
but it is comparatively unusual for us to have to 
carry out an excision of the knee on a fully grown 
subject. The greater number are performed upon 
growing subjects. Upon these growing subjects 
we perform an arthrectomy, the wound heals up 
well, and we get bony union between femur and 
tibia. Then we lose sight of the child for perhaps 
two or three years, when, through the medical 
inspectorship of the L.C.C. schools, we discover at 
last what is the distant result of our work. In the 
course of three years the most extraordinary changes 
may have taken place. Thus we may find genu 
valgum or the bending of the knee inwards, genu 
varum or the bending of the knee outwards, or genu 
recurvatirm or extrorsum which is the bending of 
the knee backwards; and combinations of these 
deformities. Yet there is bony union, so that the 
curving or deformity of the joint cannot be due to 
any action of the muscles. It can only be due to 
one thing, namely, the irregular growth of the bone 
itself. That is why we find these extraordinary 
results after arthrectomy in growing subjects and 
not in grown subjects. They are due to the growth 
of bone subsequent to the operation. The know¬ 
ledge that we have gained lately with regard to 
these excisions of the knee makes it plain that there 
is no need for the resulting deformity to be set j 


down to faulty surgical technique. The deformity 
may occur after the most satisfactorily performed 
operations. It is due to the fact that varying 
quantities of the growing epiphysis, mostly from 
the femur and slightly from the upper end of the 
tibia, have been removed. The side upon which 
the smaller amount of epiphysis is left will not grow 
so thick and rapidly as the side upon which the 
greater amount of epiphysis has been left. Or it 
may be that owing to the irregular removal of the 
epiphysis we no longer have an evenly distributed 
pressure on the growing line, and therefore in 
consequence irregular growth. The irregular growth 
of the bone after excision of the knee causes these 
deformities. 

The child I show you is ten years old. Her 
troubles began five years ago when she had an 
operation performed on the knee-joint, and she 
has had a stiff knee since then. The arthrectomy 
of the knee which was done five years ago was an 
excellently performed operation. All that I have 
done in this case is to remove a wedge-shaped 
piece of bone and to put the knee straight. But it 
must be remembered that this child is only ten, 
and that she is going to be a growing subject for 
the next ten years. With the knowledge that we 
now possess, we shall want to see that child again at 
the end of a few years' time, for we have no guarantee 
whatever that there will be no irregular growth 
subsequent to this second operation. That in¬ 
ability to promise a good result from a well- 
performed operation is the latest knowledge we 
have gained with regard to these arthrectomies of 
the knee. 

Case 5 : Epispadias .—The condition known 
as hypospadias in its most frequent degree merits 
comparatively little special consideration, being 
regarded more as an u eccentricity” than as a 
deformity. But the deformity I show you in this 
case is that of epispadias, which extends the whole 
length of the dorsum of the penis, splits the 
pubes and opens the bladder. These are very, 
difficult cases and we cannot afford to ignore them. 
This child has been to the hospital in Great 
Ormond Street no fewer than six times. Each time 
that he comes in an attempt is made to close the 
fissure. We may spend an hour or more in trying 
to set that thing right, and it will break down. In 
hypospadias the first thing to do is an external 
urethrotomy, so that the urine will no longer flow 
over the part to be operated on. Having done 
that we may proceed with our plastic operation. 
That is all very simple in hypospadias, but we are 
robbed of such opportunity in epispadias, the con¬ 
dition illustrated in this child. We cannot do an 
external urethrotomy here, and therefore our 
chances of closing the fissure are poor. It would 
seem that the only thing to do is to try again and 
again and perform plastic operations in septic 
areas, the results of which can almost be guessed. 
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One of the great difficulties in performing satisfac¬ 
tory operations on these children lies in the fact that 
we are not only dealing with deformity but also 
with lack of growth. That Mack of growth means 
that we have to operate in regions which have no 
great value (the penis being ill developed and the 
testicles undescended), and therefore we have only 
the small parts to manipulate and the operation is 
one of detail which is difficult to accomplish. 
That lack of development goes all through. Even 
if we have got perfect healing through covering 
over right to the end of the penis, we shall still 
find the result unsatisfactory for the reason that we 
have the end of the penis quite close to the bladder, 
so that there is hardly any urethra at all. The 
result is that when urine enters the bladder it will 
dribble away. Therefore even “successful ” cases 
are unsatisfactory. Another reason why such 
cases are bound to be comparative failures is that 
under ordinary circumstances the walls of the 
bladder and urethra are muscular, and we cannot 
give these people muscular walls, either in the case 
of the bladder or of the urethra. In reality surgery 
can only give more or less passive or incontractile 
walls, instead of the active and contractile 
walls which Nature intended. In these cases one 
is striving against heavy Odds which one knows are 
bound to overwhelm the case, whether it be from 
the strictly surgical and technical point of view 
successful or the reverse. 

‘Case VI: Tuberculous tarsus .—I have one more 
child that I should like to show you. It is the 
case of a boy, set. 4 years, with tuberculous disease 
of the os calcis and astragalus. He had his ankle 
operated on, thoroughly curetted and treated with 
sulphur in October last. When a tuberculous 
focus is not opened, or rather when the skin is 
whole over the tuberculous focus, the infection for 
a long time remains a single infection. If, 
however, the skin is broken or a sinus is formed 
we get septic micro-organisms as well as tubercu¬ 
lous infection. Sulphur has been usefully em¬ 
ployed in these cases. A long gauze plug is 
immersed in an emulsion of sulphur, and after the 
wound has been curetted thoroughly the plug 
impregnated with sulphur is placed in it. The 
sulphur meets with the blood and becomes oxidised, 
making S 0 3 , and with the moisture of the blood, 
sulphuric acid, the tissues with which the sulphur 
plug is jn contact being cauterised. That was 
thoroughly done in this case last October, and still 
there was a sinus discharge, redness and pain, and 
a puffy ankle-joint. On December 21st the con¬ 
dition was again explored, and most of the interior 
of the os calcis was taken out. For the second 
time the sulphur packing was inserted, and let me 
remind you that if anything is going to be 
successful the sulphur packing is. If it should 
fail we really are getting to the end of our tether 
in the treatment of these cases. From that date 


onwards, although progress has been made, the 
result has not been regarded as satisfactory, and 
the question arises as to what should be done now. 

Cases of tuberculous disease in the ankle-joint 
have a way of doing very badly, and if it was an 
adult who had such a history as I have just read to 
you, I should say that amputation was t^e only 
thing that could be satisfactory. But in a child 
the case is different. Children have great recupera¬ 
tive powers, and although the disease may still be 
present, it may “clear up.” A couple of months 
ago there was a great discussion at the Royal Society 
of Medicine on the subject of tuberculous joints in 
children. Some very striking points were forth¬ 
coming. Almost all the London surgeons were 
practically unanimous in their opinions. Almost 
as a body they differed from the men who came up 
from the country from places such as Margate and 
Alton, and who had under their care a large number 
of tuberculous children. The explanation of the 
difference in opinion between the London men and 
the sanatorium men is this : the London men knew 
about the cases in London, but they did not know 
about those cases when they once got down into 
the country. The sanatoria men had the opportunity 
of seeing these cases and treating them continuously 
over a long period. The latter were able to tell us 
a great deal. They showed us that it was possible 
in some cases in which the prognosis as given in a 
big London hospital was doubtful to obtain a good 
result in the country by continuous care and repeated 
tinkerings. I remember going to the Great Ormond 
Street Hospital one afternoon when there turned 
up a patient whom I had not seen for about six 
years. His case had been one of tuberculous hip- 
joint, and the question when he was in the hospital 
was whether he was sufficiently strong to undergo an 
operation. Fortunately for the child >ve decided 
that he was too bad to be operated on. Then he 
slowly improved and was sent into the country, 
and then there occurs an hiatus in my memory of 
this case for five or six years, after which he returned 
well and strong—the very lad whom we had decided 
was too ill to undergo an operation. 

This applies to the case before us. This case 
has a long and bad history. If it was the case of 
an adult, amputation would be the only satisfactory 
procedure. But I am not going to advise amputa¬ 
tion in the case of this child in spite of the bad 
history. This is quite a good ankle-joint, and if 
the child could be sent down to some of the places 
I have mentioned, not for a month or two, but for 
as long as the authorities there deem necessary, 
where he would be under constant supervision and 
have everything done for him that seemed advisable, 
and not be continually sent up to town, he would 
probably in the course of time get perfectly well. 
At present the marked thickening is evidence that 
there is still a good deal of disease there. 

April 1st , 1912. 
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